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PROLOGUE 


Before We Begin 


An Overview 


We are sitting in the garden, a beautiful tall young woman in her 20s, 
and an older woman in her 40s. Near each of us there is a little 
four-month-old baby. We are talking, smiling, and, every so often, 
leaning toward our infants. A stranger passing by would be impressed 
by the obviously close friendship between these two women 20 years 
apart in age. Almost a generation apart, yet we do not feel a gap. We 
share significant common experiences — of recently being pregnant 
and having a child. But also, we share many similarities in how we 
think, look at events, analyze things, demand the best from ourselves 
and from others we care about, and enjoy our creativity. No one can 
tell that these two women are, or actually, were, a client and a 
therapist. Certainly, no one can tell that the younger woman had been 
hospitalized many times, for many months, because of anorexia, de- 
pression, and severely self-destructive behavior. 

It is strange what life brings us. An Old Jewish (Yiddish) saying 
asserts: ‘Man plans and God laughs.’ I never planned to become 
involved in the formidable therapeutic encounter with Ayelet, and, in 
fact, I even tried to avoid it. For many years during Ayelet’s adoles- 
cence, her parents had unsuccessfully tried to persuade me to treat 
her. Afraid of the enormous responsibility involved and of the 
possible need to deal with recurrent hospitalizations, I declined. I 
thought that a private therapist in a private clinic should not treat a 
girl with such severe problems. Eventually, however, after the parents 
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came to me with Ayelet and I had a chance to meet her, I reluctantly 
agreed to undertake her treatment. Something about Ayelet drew me 
to her and allowed me to take the risk, to walk into the unknown. 
Upon meeting her and hearing her story, I realized that I did have the 
potential to help her, and that I wanted to embark on this challenging 
journey together with her. 

No one could predict that treating Ayelet would become such a 
special experience for the two of us. No one could predict that not 
only would Ayelet overcome all of her problems, but she would also 
become such a wonderful young woman. No one could predict that 
we would sit down to write a book together. Or that, in the process, 
we would share motherhood experiences and even become good 
friends. 

This book was born in one of our last therapeutic meetings. Ayelet 
presented me with an album of all her writings and drawings from the 
time of her hospitalizations. The first page was dedicated to me: 


You knew me in good hours and in my most difficult ones 

You saw me in sorrow and watched me overcome 

You listened to me whether I was talking foolishness or making sense 

You were with me in deep sorrow and at times of happiness 

You watched me as I cried and as I laughed 

You understood me behaving or misbehaving 

My thanks to you for your patience while I cried over my past 

My thanks to you for your support, your love, and your unconditional 
trust 

For your readiness to walk beside me always 

And for teaching me to discover the young woman inside me 

My thanks are not for what you did 

But for who you are 

Not for one specific thing 

But for everything... 


I read her poem and excitedly told her I thought she could publish it. 
Several weeks later, Ayelet told me that in order to achieve closure 
regarding the previous chapter in her life, she felt compelled to write 
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her own story. She asked me if would join her in the writing process. 
I hesitated. I didn’t want her to expose herself. We live in Israel — a 
small country where everyone knows one another. I wasn’t sure that 
her story wouldn’t damage her future career as a teacher. I didn’t 
know if Ayelet was ready for the inevitable publicity that such a book 
would bring in our local landscape. Although I was convinced that 
the writing endeavor itself could be extremely beneficial and 
rewarding for Ayelet, I was still concerned as to how she would 
handle the experience of people talking about her, both in close 
circles and possibly in the local media. I persuaded her to abandon 
the idea. 

A few years later, Ayelet again proposed to me that we write her 
story together. In the interim, she had married and had recently given 
birth to her first child. We had maintained contact over the years. I 
had enjoyed watching her blossom and find a sense of peace within 
herself, as a wife and now as a new mother. Feeling that she could 
now cope with whatever the book would evoke, I agreed to collabo- 
rate with her on this initiative. However, I suggested that we first 
publish it overseas to avoid the intense exposure of a local Hebrew 
language press, and here we are. 

I thought that this book would mean the end of our relationship, 
but, actually, it constituted only the beginning of a wonderful friend- 
ship. My clinic is in the basement of the house. Until we started 
working on the book, Ayelet used to enter the house through the 
separate clinic entrance. As we began meeting to write together, she 
came into my home, my living room, and my life. I didn’t realize then, 
at the outset, that writing this book would be such a demanding task 
and would open up so many new directions of thought, discussion, 
and clarification, while arousing so many emotions. It proved to be a 
very exhilarative process for both of us. It seemed, at times, that 
talking about therapy was more therapeutic than the therapy itself. 

I know now that this book is not the end of a story but the 
beginning. I know that I, too, have much for which to thank Ayelet. I 
have learned immensely from her as a therapist and as a human being. 
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Before beginning the book, I want to share with our readers a bit 
about what I believe has been a unique and productive writing 
process. This process generated what I consider to be some remark- 
ably meaningful insights articulated by Ayelet, and also elicited my 
disclosure of some of my own deep experiences as her therapist. 

As Ayelet and I began planning and talking about our book, we 
found ourselves interviewing each other about the treatment. I also 
started asking Ayelet questions about the ensuing period and about 
her current feelings as a wife and mother and in her career. I wanted to 
know how she views herself now, and how she looks back at her past 
as an anorexic. 

Ayelet said that her life, now, is too important to endanger. ‘I love 
my husband and my baby. I want to give and share with them, and to 
be with them. But I won’t lie to you. The thoughts still exist. I still 
think about how I should lose weight, and how I look better being 
thin. The difference is that now, when I have those thoughts, I know 
they're irrational, and I also know that I won’t do anything about 
them. In the past, having such thoughts would have made me start 
dieting immediately.’ Looking back, Ayelet was able to describe her 
previous satisfaction from pain itself, while starving or while trying to 
commit suicide, in terms of sadistic enjoyment. In our recent talks, she 
emphasized repeatedly that she would never do those things again, 
even if occasionally such thoughts do pass through her mind. 

I asked her if she could now explain the reasons for what 
happened to her, and she gave several. She first emphasized her 
family relations, viewing her anorexia as something that compelled 
her parents to unite in order to help her, thus enabling them to ignore 
their own problems. ‘I think my parents had some real problems. 
They also thought people should never express negative feelings. 
Maybe my anorexia made it possible for them to ignore their difficul- 
ties. They focused all their efforts, arguments, and discussions on 
trying to help me recover. That way, my problem forced them to talk, 
be together, and maybe even stay together. I gave them an excuse to 
continue the way they were living.’ 
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Another reason Ayelet provided was related to her symbiotic rela- 
tionship with her mother, and the need to take an extreme step in 
order to disconnect that relationship: ‘I think my mother was more 
dependent on me than I was on her. Even recently, she wanted us to 
study together for a teaching certification. I think there was too close 
a relationship between the two of us.’ 

Listening to Ayelet, it was as if she had read all the theories. She 
talked about early attachment, without knowing the professional 
concepts. She told me she was born prematurely and was left for a 
month in the hospital. Her mother did not take care of her for many 
weeks until she came home. 

Last, she gave some personal reasons for the anorexia. First, she 
talked about eating problems that she had had since birth, relating 
how her mother used to force her to eat. She then described some 
fears of sexuality and development and her wish to remain a child. 

Clearly, Ayelet is a very intelligent young woman. Although she 
said she did not read about anorexia, Iam sure her multiple treatments 
and many years spent among anorexic girls taught her a great deal 
about anorexia. One should remember that she is talking about 
herself from the perspective of a healthy, grown up, college graduate 
looking back at herself as a sick child. 

On the one hand, it is interesting to see her understanding, her 
insight, and her sensitivity as a mature, healthy young woman. On the 
other hand, even as we began writing the book, I was once again 
struck by how Ayelet talked about her problems. She used very poetic 
language, rich metaphors, and colorful words; yet, as she spoke, she 
seemed to be far away. Even now, after all these years, Ayelet talks 
about herself as if she were another person. Her words are full of pain, 
but her emotion does not come through. Her voice does not betray 
the slightest change in tone. In our sessions, she always aroused in me 
a great deal of concern and caring, but at the same time Ayelet always 
kept me away. She never cried. Detached, uninvolved, it was as if she 
was holding up a stop sign, saying: ‘Don’t come any closer.’ In telling 
her story, I have attempted to remain as faithful as possible to the 
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truth. I tried to convey this voice of pain yet coldness and detachment 
— her ambivalent tendency to let someone in but also to keep her 
distance. 

During our writing and mutual interviewing process, Ayelet asked 
me questions as well. She was eager to know what made me agree to 
treat her. I admitted that I was intimidated by the long list of previous 
medications, prior therapists, and hospitalizations. I told her about a 
few times that I had regretted accepting her to my clinic. I admitted 
that, at times, I lost sleep at night fearing that something would 
happen to her. I told her about the time I was debating about whether 
I should hospitalize her again. About how I was wondering if her life 
was at real risk, if she was being honest with me, etc. 

Our talks would have lasted uninterrupted for hours, if not for our 
two babies calling for our attention. Ayelet would get up and go 
home, leaving me with the feeling that writing this book was a kind 
of spiritual experience for me. The writing was, in a way, only an 
excuse to get close to this unique human being. To strengthen our re- 
lationship, and to gain understanding about the long road we had 
traveled together. 


And, now, let me introduce the content and process of this book: The 
two of us wrote the large majority of this book, together. The way we 
worked was by meeting every week and holding discussions. I inter- 
viewed Ayelet, asking her to remember different aspects and times. I 
tried to structure her complicated story. 

This book is divided into three sections. The first section (Parts I 
and III) portrays Ayelet’s own story of her life, her illness, and her 
therapy. I recorded her account, trying to preserve her language and 
her way of relating to issues while translating it into English. Ayelet 
has a very picturesque language and a remarkably creative way of 
thinking. During translation, I tried to keep the story as close as 
possible to the way it was told to me in Hebrew. I only changed words 
to organize the sequence. The written materials as well as the 
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drawings are hers — with my translation. I checked and rechecked ev- 
erything with Ayelet. We both approved each word that was written. 

The second section (Part II) comprises my own account of the 
treatment. I wrote it while Ayelet sat next to me, adding things, com- 
menting, asking questions, or arguing at times. In places, she asked 
me to add what she felt or did in the sessions. Thus, this part is written 
in first-person language, in my voice, but in actuality is a joint 
product. 

The third section (Parts IV, V, and VI) provides a theoretical 
backdrop to the preceding personal stories and clinical encounters. In 
this part, I summarize the literature about anorexia, present my thera- 
peutic approach as influenced by the self-control and cognitive- 
constructivist modes of intervention, and provide guidelines for ther- 
apists. In order to facilitate teenagers’, parents’, and teachers’ under- 
standing of professional terms, a glossary has been provided at the 
end of this book. Other than this introduction, only these parts of the 
book were written solely by me. 

I hope this book will be helpful to mental health professionals, 
including hospital staff and private clinicians, but, at the same time, 
this book unequivocally reaches out to young women suffering from 
similar problems as well as to their parents and other family members. 
I hope even school counselors and pediatricians can learn from this 
volume more about the hope underlying the heartache of anorexia. I 
have had as my ultimate aim the need to treat Ayelet the person — not 
her problem. I hope I have succeeded also in conveying our thoughts 
and mutual emotions in the process. 


Tammie Ronen 
Tel Avty 


PART I 


Ayelet s Story 


On Becoming Anorexic 


I 


Introduction 
Was I Ever a Normal Child? 


People who knew me asa child, as well as those who met me later on, 
throughout my years at university or as I started working as a teacher, 
keep wondering: Could it be true? Could it be that a charming, intel- 
ligent, pretty, smart person like me was hospitalized because of 
anorexia, actually wished to die, and spent most of her adolescence 
away from the world? Knowing myself now, I also sometimes 
wonder. Was that really me who experienced all those horrible 
things? How could I have survived it and stayed sane? Have I 
changed? Am I a different person? 

Some people look back at a difficult time and say: “That wasn’t me. 
I can’t recognize myself.’ But to be honest, I can’t say that. So much is 
still the same. I am the same person, with the same thoughts and 
emotions. But I am older and smarter, and I suffer less. I can see the 
first signs of my disorder in myself as early as when I was a small 
child. From where I stand now, a so-called normal healthy woman, 
looking back at the process of how my anorexia developed, I can 
almost say that it was inevitable, that it had to be. It was a natural 
process. Natural? Not for everyone, but for me, yes. A natural 
outgrowth from where I was, from the way I was raised, and from 
how I developed. When I look at the worst time in my life — in the 
hospitals — I don’t see that any new, unexpected behaviors or 
emotions suddenly appeared as if by magic. Rather, I can see all those 
parts of me that had been slowly growing since birth. Who could 
have known then that they would turn into anorexia? 
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Yet, as I look at myself now, I must admit that nothing has actually 
changed. I can’t really say that I’m a different person today than that 
girl in the hospital or that child before her. I am the same me. The 
same person, with the same internal doubts, suspicions, emotions, 
and thoughts. Still struggling and coping with the same issues. But 
how can I say that nothing has changed? Then how is it possible that 
today I’m a happy wife, mother, and human being? Me — the expert in 
suffering and pain. The miserable soul. How can it be that I’m 
normal? Am I recovered? 

I think I know. Yes, it is the same me, the same person, the same 
inner materials, the same doubts. However, my perspective about the 
world is different now. Along the way, in all my suffering, I made a 
detour, acquired a new perspective, and learned to trust and care for 
myself, not only for others. I have learned to redefine my pain, and to 
express my emotions differently, but what has changed the most is my 
behavior. My basic thoughts remain similar to what they were in the 
past — I’ve only labeled them differently. I continue to be overly 
self-critical, checking and rechecking myself. My emotions are still 
very complex, still encompassing a lot of ambivalence, sometimes 
fears, and always the need to be accepted by others. It’s true that some 
of my emotions are different now: I also have happiness, fun, exciting 
feelings — and I’ve learned to accept all of them as a normal, healthy 
part of my life. 

My behavior is what has changed the most. I certainly no longer 
act the same. Now, when I sometimes get those same thoughts and 
feelings — about the world, myself, evil, and fears — I can tell myself 
that I should never act the way I used to. And I know that I will not 
regress. I know that I will not be hospitalized again. I will never harm 
myself again. 

I know now that my old way of looking at the world — the dichot- 
omous view of good and bad, of right and wrong — does not exist. I 
wasn't only bad, so I couldn’t become only good. Each of us is a com- 
bination of things. Now I can also accept that I am a good human 
being who has the right to live. 
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At 25 years of age, with a history of 7 years of anorexia, about 12 
therapists, 24 different kinds of medications, and 5 different hospital- 
izations in 5 different kinds of hospitals, I am still not sure what was 
wrong. Were the hospitalizations and treatments essential? Where 
did my problems lie — in family, society, or me? Could I have become 
me, the person I am today, without being hospitalized? Perhaps I 
would have been a better person. Who knows? Maybe it was just 
meant to be. Maybe it was a kind of catharsis. A mind-clearing, crys- 
tallizing process that discarded all the bad within me, and then let me 
start living again, as a better person. 

Sometimes I wonder: Was I conceived with these problems? Now 
that I’ve become a mother myself, I’ve become sensitive to my baby 
son and what he has been experiencing throughout the pregnancy. I 
believe that even before being born we feel things. We are aware of 
the world around us. Iam sure my baby knew how happy and anxious 
we were for him to come into the world. Was I aware of the world 
before being born? Did I know about my parents’ fears, anxieties, and 
ambivalent emotions? Did I feel neglected or afraid while alone in the 
incubator? I have no idea. 

I don’t know how to explain the fact that I changed but actually 
remained the same person. Maybe I just learned to accept myself and 
live with myself. Maybe what I learned most was to make peace with 
my soul, and with my environment. I feel good, and I enjoy life. 
Sometimes the thoughts do come back. Is it because thoughts are 
harder to change than behaviors? Is it because they are too deeply 
fixed within me to be changed? Is it because I want to keep something 
of the old me? Often, I start thinking and rethinking, trying once 
again to understand: Why do I have these problems, and who is re- 
sponsible for them? It is true that each person is responsible for his or 
her own life, and for whatever meaning he or she imposes onto it. 
Does that imply that I, and only I, am responsible for the develop- 
ment of my anorexia? Yet, at the same time, it’s also true that we have 
an inherited set of behaviors deep inside us. So, does that mean that I 
inherited my anorexia? Are my family history and genes responsible? 
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What’s responsible for my disorder — what I inherited or what I 
created out of my life? I guess I'll never know the answers to that , and 
the truth is, although I’ve pondered them more while writing this 
book, they don’t weigh me down in the routine of my life. 

And I have a good life now. I’m happy. In fact, it’s the happiest time 
in my entire life. I love my husband, my children, and I can even say 
that I love myself. I love my husband, who shares all my difficulties 
with me. We both adore our baby son, and we know we will raise him 
with lots of love, trust, and confidence. I am not even afraid that he’ ll 
develop my disorders. How do I have this security? I don’t know, but 
something is going very right for me lately. (Tammie would probably 
say: ‘It’s not going right for you. You're the one who makes it go right 
for yourself. It’s not by chance — it’s where you lead things. You 
control yourself and your world. You are doing and acting right for 
yourself.’) And I believe in my love and my wish to nurture my son. 
With love and caring, and with my husband’s help, I know I can. 

I even feel very happy with my relationships with my two sisters 
and my parents. For many years, I had such complicated relationships 
with them, especially with my older sister. I used to envy her and 
compete with her, but now she has become a good friend. My 
younger sister has grown up. | always felt lots of affection toward her, 
but she was young. She wasn’t a part of my life, of my growing up, of 
my suffering. She was too young to share feelings with. Now that 
she’s matured, now that she’s started asking questions and has 
become curious and interested, we’ve become closer. 

With my parents, it’s a different story. I was not an easy child. It 
was not easy for them to see all that I went through. I always chal- 
lenged their love, their understanding, their trust. It was not easy for 
all of us to experience what we did over the years. Now, as a mother, I 
can appreciate how difficult it was for them to deal with my sickness, 
and what they’ve gone through. For many years, I blamed them for 
the way they behaved. I hope our closer relationship now will help 
them understand that it was part of my sickness that caused this 
blaming and accusing. I looked at myself as a bad human being and I 
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saw everyone around me as bad, too. Naturally, my parents were also 
included in that tendency of mine to view everything as bad. I hope 
my children will not challenge me and will not force me to experi- 
ence all the things I made my parents experience. I don’t know if I 
could bear it. I think it would be terrible. 

Now, Iam happy I have my parents. They are terrific grandparents, 
and we get along wonderfully. I deeply hope that my mother and my 
father — who both used to try so hard to hide things — will not be 
offended by my book. I hope they understand that all the things I say 
about them in this book relate not to the absolute truth, but rather to 
what I felt with and lived with then. I love them, and I appreciate 
them. I am sorry if telling my story will cause them sorrow or pain. 
But I feel I have to tell the truth, and my truth includes my ambivalent 
feelings toward them, my anger and my criticism. 

Why am I writing this book? Several years ago, I told Tammie of 
my wish to do so. She tried to change my decision, fearing that it 
might harm me to expose myself to the public. But I am stronger now, 
and feel the need to do this. Part of it is that I’m learning to under- 
stand myself better via the writing process. Part of my motivation is a 
yearning to complete the story. Ending the unfinished journey of my 
growing up and maturing. Finishing unfinished business. I feel I have 
to do this in order to leave my sickness far behind me. And another 
part of my motivation is to help the world understand. I have been 
treated by so many people, and many of them didn’t really change 
anything in me or for me. What I felt then was that they didn’t really 
care about my real spirit. I know it was very complicated, but I felt 
that they never stepped back to take a look beyond all the mess and to 
find me, to see me. I hope I will succeed in conveying what I feel. And 
I truly hope that this book will help people understand what we — 
anorexic girls — are going through. Maybe it will give some clues to 
therapists in making decisions about how to treat us. Maybe it will 
help parents understand their children better, or be more optimistic. 

First, I will try to show what occurred throughout my life that in- 
fluenced my sickness and my soul and behavior. 


2 


Childhood 
Exploring the Roots of My Anorexia 


Iam not sure whether my conception was planned. I was the middle 
child, with one sister two years older and another sister eleven years 
younger. My mother was a kindergarten teacher and my father was in 
the army. I was born prematurely, in the seventh month, and weighed 
4 pounds 3 ounces. There was no premature infant intensive care unit 
in the hospital where I was born. Therefore, I was transferred to 
another hospital in order to be hospitalized until I gained weight and 
was out of danger. I was transferred alone, without my parents. My 
father came to visit me every day, but I was treated and fed by the 
nurses. I was so small. My mother was not confident enough to take 
care of me, and she got scared and panicky whenever she saw me. My 
father, trying to protect my mother, did not tell her the truth about 
how fragile I was. He didn’t want her to know that I continued losing 
weight and that my life was in danger. My father was the one to visit 
me every day, and he informed my mother about my condition to the 
extent he felt she could handle. I stayed at that hospital for six weeks 
before I first came home. Sometimes I wonder: Can it be that, even as 
a very small infant, I felt neglected? Did I miss my mother’s touch? 
Maybe there lie the roots of my insecure feelings and lack of confi- 
dence. Whenever I think of it, I keep hugging my child close, 
promising him and myself that such an experience will never happen 
to him! 

If we believe that even a young infant knows and feels, if we 
believe that birth and the first few days are crucial for the child’s de- 
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velopment, then here we can see the beginning of the problem in 
early attachment between me and my mother. Maybe my father, who 
was more confident, was the one to send me early signals of trust and 
assurance, and his visits to the hospital might be part of the reasons 
for my very special relationship with him to this day. My relation- 
ships with my mother and my father are extremely complex, yet they 
differ. 1 know both of them love me a lot and would do anything for 
me. They are different kinds of people, with different personalities. 
There is a great contrast between them in how they think, live, and 
feel. This gap has been very obvious to me ever since I can remember. 
It always made me wonder who I should satisfy, which of the two 
ways to choose, and who was really my model. I can see now that I 
have inherited things from both of them. I am a blend of the two of 
them, and both of them have influenced my personality. 

A child usually cannot look at his or her parents as complete per- 
sonalities, as full human beings, something beyond just the parent 
figure. Usually children view their parents as a role model, worship- 
ping them and thinking them perfect. Only when they start to mature 
during adolescence do children begin seeing their parents’ deficien- 
cies. Then they start accepting the fact that their parents are only 
human, like all the other people around. 

For me, as for all other children, it was important to be appreciated 
by my parents, to be accepted by them, and to fulfill their expecta- 
tions. I believe now that a major component of my disorders stemmed 
from my feeling that I was never good enough. | always felt I was not 
what my parents wished me to be. Unlike other children, I could not 
see my parents as perfect. I could see who they were and what I liked 
or disliked in them. But I blamed myself for seeing their deficiencies, 
instead of just understanding that they weren't perfect. As you will be 
able to read later on in my writings, I had the need to arrange my 
world in very clear concepts, and in a simple order. For me, things had 
to be either good or bad. I could not accept the fact that people are 
not only good or only bad, but are a combination of each. I was 
confused by trying to understand who is good and who is bad. I had 
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to classify people in order to locate myself. So, I was always 
wondering and looking for explanations. Always trying to put order 
in my world. So, I’ll try to explain who I am by, first of all, relating to 
my parents. 


My Mother as a Role Model 


My mother’s most significant trait was, and still is, her sensitivity. 
Now, I can say that this sensitivity — her wonderful ability to express 
herself, to express emotions, and to understand emotions — is 
something I like and inherited. It’s something I really enjoy and 
respect, and I consider it a very important characteristic. However, as 
an adolescent, it was hard for me to understand her behavior and 
emotions. Her sensitivity made me angry. Sometimes I'd get confused 
and want to run away from her. I always feared that her over-sensitiv- 
ity would turn into anxiety. My mother is definitely a very anxious 
person. Her anxiety was something that disturbed me as far back as I 
can remember, and still continues to play a very important role in her 
life. She fears everything. She fears making mistakes, fears causing 
harm, fears not doing something right. I think that very fearfulness 
was already there when she was afraid to take care of me, when I was 
born. That’s how I view the way she raised me, and that’s how I see 
her now, with my child. She is afraid of feeding my son because she 
isn’t sure how warm the food should be, what kind of bottle or 
amount of food he needs. She keeps complimenting me for being so 
brave while giving him a bath and for taking care of things that I see 
as very natural and don’t give a second thought. 

Her anxiety goes together with her over-protective behavior. It 
was that very combination of sensitivity and anxiety that always made 
her so over-protective of me. She always felt she needed to protect us 
from being hurt. Maybe she believes the world is dangerous and she 
needed to protect us and make sure we'd be safe. I have no idea why 
she is like that. I don’t see these character traits in my grandparents. 
But I certainly inherited some of it. In a strange way, I made a shift in 
my mother’s idea of the world as a dangerous place. I turned this view 
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around. I always felt that J was dangerous for the world. Maybe part 
of my problems are related to the fact that I was an anxious child. I 
always wanted everyone to think I was good. I felt I needed to satisfy 
everyone, and I did not dare rebel. I always tried to comply with my 
parents’ wishes (or with what I believed these were), even if 1 did not 
agree with them. 

My mother’s mixture of over-sensitivity and protectiveness inter- 
fered with her ability to educate me, use limits, be consistent, and be 
direct with me — all elements that I now understand to be crucially 
important in raising children. Even when my anorexia started devel- 
oping, my mother found it difficult to insist that I eat normally or to 
make me go to therapy. For a long time, I took advantage of these dif- 
ficulties that she had, and would do whatever I wanted. However, 
when she eventually realized how serious my condition was, she was 
so anxious that she did not even dare try to take care of me herself or 
treat me at home. Instead, she immediately agreed to my hospitaliza- 
tions and accepted those doctors’ diagnoses. Much later, that same 
anxiety also caused her to discharge me from the hospital, fearing that 
my soul would get lost there. Again, it is so hard to say when good 
things stop and bad things start. I love her sensitivity, I suffered from 
her anxiety, and I think what disturbed me most was her unexpected 
shift between the two. I could never know if she was going to care for 
me so as to hide me from the world, or if she was about to let the 
world take me away and treat me outside. 

Another of my mother’s traits is her perfectionism. This belongs to 
the same family of emotions as does sensitivity and anxiety. Her 
anxiety and over-protectiveness led her to perfectionism. Ever since I 
was a small child, | remember my mother as a very perfectionistic 
person. I saw it then in her very obsessive way of cleaning and her 
need to have everything around her be immaculate, a trait that I 
probably acquired from her. I think of this each time I change my 
son’s clothes because they’re spotted. Of course, her perfect way of 
doing things made many achievements possible for her, as clearly 
shown by her academic accomplishments. My mother recently 
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started continuing her studies toward a university degree, and she’s 
doing very well. In fact, because I just finished my bachelor’s degree 
in special education, both of us are now working simultaneously for 
our teaching license, and we attend some similar courses. I can see her 
perfectionism clearly when she studies — she needs to read every 
possible thing and will not settle for less than the maximum. When | 
photocopied some course materials for her, she spent a lot of time 
checking and rechecking that I'd given her every single page, just in 
case the lecturer might ask her to read them. 

These circumstances of studying together bring up the very com- 
plicated symbiotic relationship between me and my mother. My 
mother insists on taking the same courses I take; she wants us to study 
together and thinks it would be fun to learn together and share this 
experience. I don’t want to hurt her, but I don’t feel confident sitting 
with her in the same class. I’m happy to share materials or help her, 
but I don’t want to see her among my friends. Is it because I’m afraid 
of not being the best? Is it my fear of competition? Anyway, I’m not 
sure it’s good for the two of us. I never shared these feelings with her, 
and I hope she will not be angry while reading them in the book. 
Maybe it will open up a new opportunity for us to discuss our rela- 
tionship. Because, as much as I criticize her, I have to admit that I 
really love her, care for her, and appreciate her. What a complex 
situation! 

I both like and hate this perfectionism that I inherited from her. I 
know that perfectionism is what enabled me to receive good grades in 
school and to succeed in everything I did. Yet it also made me suffer 
from the gnawing need to always do things the right way, and from 
that ever-present fear of making mistakes. I always felt I had to be 
perfect, like her, in order to be appreciated. The truth is that she never 
asked me to follow her lead, but she was my role model for doing ev- 
erything the right way. Ever since birth, I never settled for less than 
the best. If I wasn’t good enough, then I considered myself to be very 
bad. This is a sentence you will probably be hearing from me a lot. 
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My perfectionism led me to tear up my drawings as a child. I never 
felt they were good enough, or as good as my sister’s. I didn’t want to 
settle for second best, so I'd get rid of them. It was the same with my 
grades in school — I had to be the first in class. And it’s still the same 
now, as a wife and a mother — I still need to be perfect. 

I guess it was the combination of perfectionism and anxiety that 
led me to constantly feel uncertain, to always hesitate, and to feel such 
a lack of confidence. My parents’, and especially my mother’s, great 
uncertainty and demand for flawlessness while raising me must have 
influenced me significantly. They loved me, but they often argued 
intensely about things and gave me double messages. My mother was 
never sure about how they should treat me as a child and, most of all, 
as an adolescent who needed to be hospitalized. I now can see my 
mother as a very weak woman. Today, she is very excited by the way 
we're raising her grandson. What guides us in raising our child is to 
behave naturally, trusting that our love will guide us to do the right 
thing, being sure that we will never do anything to harm him. But my 
parents did not have this trust and were always afraid of causing harm. 

As I started dating my boyfriend, and later on became pregnant, | 
often talked with Tammie about my fears of harming my children. We 
tried to understand, together, what made me the same but also so 
different from my parents. We talked about what could reassure me 
that I would be able to raise children who would grow up normally. 
One of the things we discussed was the fact that my wish to do things 
right didn’t make me anxious, as it did for my mother. Rather, it 
makes me eager to learn and to improve. But maybe the most 
important thing is that, in therapy, I have learned to trust myself. 
Instead of thinking of myself as an ex-hospitalized crazy person, I’ve 
learned to think of myself as a strong person who grew tremendously 
and improved as a result of my difficult experiences. 

Growing up, I felt I always had to justify my actions in terms of 
what others would think of me. My life felt as if 1 was flowing along a 
river into which I had been thrown, without really having control. I 
sensed that I had to be on par with others, but I couldn’t. I would 
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always talk about me and them. I was the weak person who didn’t 
know how to behave. They, on the other hand, were the world. The 
others. Those who knew what to do and how to do it right. This issue 
of feeling myself in contrast with those ‘others’ accompanied me for 
many years and was a main issue at the time I was hospitalized. 
Because the ‘others’ put me away, I felt they knew what they were 
doing; therefore, I had to act according to their expectations. I had to 
wear the image of the person they put in the pajamas, however 
remote from the real me. I often think about that time. Maybe it was a 
part of my search for a place where I could fit in, where I could be 
related to, a time of trying to be like others. Now that I’ve learned 
about early attachment, I can see how I did not have a trusting attach- 
ment, and perhaps that was why I was always looking over my 
shoulder, never confident, trusting, or sure of myself. 


My Very Different Father 


My relationship with my father was completely different from that 
with my mother. Young children usually start out by seeing their 
parents as one identity, as being the same: ‘My parents want me to...’ 
I could never say that, because they were so different from each other 
that I could never combine them into one parental unit. My father was 
much stronger. If I had to draw them, I would draw my father with his 
legs rooted firmly on the ground, and my mother would be flying in 
the sky. Many times, his strength reached the degree of rigidity. My 
father could not understand doubts, hesitations, or double messages. 
For him, to this day, things are very clear cut. His life is much more 
strict, simple, and clear than my mother’s. He thinks in black and 
white and is not concerned by all the complex emotions that 
preoccupy her. 

I was extremely aware of these incongruencies during my illness. 
For example, at that time my mother was preoccupied by trying to 
look at the significance of everything: “What do they really mean 
when they say that Ayelet is in danger? Do you think she could die? 
Do you think she’ll commit suicide? Will she become crazy? Does it 
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mean we'll always have to look after her? I’m so afraid. What does the 
future hold?’ My father, on the other hand, would accept everything 
as-is, without trying to look for hidden cues: “Why don’t you just wait 
and see? Ayelet is in good hands now; they will take care of her.’ My 
mother would talk about ‘accepting, fearing, being uncertain’, while 
my father would suggest, ‘Let’s go get such and such for her.’ She 
would talk about what I was feeling and experiencing, whereas he 
would talk about things I needed for him to bring me. He never 
expressed emotions. He talked about behavior. 

I feel better with my father now. Maybe therapy helped him 
express emotions better, or maybe I’ve learned to read and under- 
stand his emotions better. I used to think that he lacked sensitivity, but 
now I think that he was just confused and overwhelmed by the 
amount of emotion that my mother and I hurled at him, and he simply 
did not know how to deal with us. I believe that my father has always 
been a sensitive man who just doesn’t know how to show it, or how 
to talk about emotions. He probably always knew what he felt, 
although he never really said what he felt or wanted. 

Although he is a very quiet and introverted person, my father is 
someone you can lean on. I think his strength was already obvious 
from the time I was born. My mother used to cry, fearing what would 
become of me, worrying if I would ever overcome being a premature 
infant. She was probably so scared that she couldn’t function. My 
father was the one to visit me at the hospital, feed me my bottles, and 
dare to hold me in his arms. While he was not able to express emotion, 
he was certainly able to do the right things when needed. 

It appears to me that my parents complemented one another. They 
divided up their roles. My mother took on all the emotional parts of 
worrying and crying, whereas my father was the one to depend on, 
lean on, and trust to do the hard work. It disturbed me that my father 
never expressed love, caring, or confusion. It disturbed me that he 
would, at times, get angry. Even when I was hospitalized, he used to 
demand that I eat and be angry at me for not eating, while my mother 
just gave up and cried. What I didn’t understand then, but I do now, is 
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that he was always doing things in my best interests, and that he 
really cared about me. 

One thing that both of my parents agreed on was the need to hide 
things from other people. For my parents, showing the outside envi- 
ronment that everything was good, even ideal, was very important. 
You never wash your dirty laundry in public. Consequently, they 
made me hide my craziness, my sickness, and my problems for many 
years. In fact, they were extremely angry when I told my boyfriend 
(who became my husband) the whole truth about myself and my past. 
They were sure he would leave me as soon as he heard that I had been 
anorexic. I’m sure that the amount of effort they invested in encourag- 
ing me to hide the truth is inextricably connected to my constant 
yearning to be completely honest all the time. My need to tell the 
truth about myself has even caused me many problems, for example 
when I thought my college teachers should know about my past. 
After this self-disclosure, they worried about letting me study special 
education, fearing my craziness. But I’m getting ahead of myself, 
since these are recent events from the last few years, near the end of 
my story. 


The Middle Child 


I have no doubt that birth order influences the way we grow up, and 
the role we take on in the family. I am the second child. I believe that 
my position in the middle of the family affected my development. 
Being the middle child for me was actually being two different 
figures. I was the spoiled younger child for eleven years, but being 
two years younger, I always felt I was not quite big enough. I saw my 
older sister as the most beautiful and smartest person in the world, as 
a role model — and as my parents’ dream daughter. Everything she 
did, she was perfect at. That’s why I tore up my drawings, that’s why I 
envied her. I wanted to be her. I tried but never succeeded in 
competing with her. It was a lost cause from the beginning. She was 
so good. She always met their expectations. There was nothing bad to 
say about her. She knew how to dress well, how to talk with others. 
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She ate the right foods and expressed the right emotions. She was 
always responsible, mature, compliant. I, on the other hand, went 
overboard in everything. I always felt different. I used to eat too 
much, I was not as friendly as she was, I was too emotional, I always 
needed to be held by my mother, I could never decide for myself. 

After 11 years, I became the middle child. I loved and worried 
about my new baby sister. But even here, my parents allowed my 
older sister to care for my new baby sister, while I was considered too 
young, not responsible or trustworthy enough. With no responsibili- 
ties, I felt pushed away and disappointed. Only four years later, when 
my older sister was in the army and my parents went abroad, was I 
finally left to take care of my younger sister. Although at age 15 I was 
already anorexic, I was entrusted to take care of her for a week 
between hospitalizations. Again, what a double message! On the one 
hand, I was not to be trusted to even care for myself: I needed 
someone else (the hospital) to take care of me because I was a danger 
to myself. On the other hand, I was entrusted with taking care of my 
little four-year-old sister. 

At the time that my parents made the decision to leave my sister in 
my care, I was actually in the hospital. My mother decided to take me 
out of the hospital. She saw that I was depressed, suffering, and had 
lost my joy and ability to laugh. Maybe she had become accustomed 
to my anorexia and was not as worried as before. My mother said that 
if my life was in danger, she’d rather have me die physically (of starva- 
tion) than die emotionally (lose the ability to express emotion, 
become depressed). My parents decided to honor my wishes to return 
home and discharged me. But here, once again, I find myself relating 
things that happened much later. 

As a child, I felt my younger sister was too young to understand 
what was going on in my life. And I was actually afraid she might be 
negatively influenced by me and could develop anorexia as well. So 
there was a distance between us, and we didn’t develop a close rela- 
tionship. When she started growing older, I often found myself 
observing her eating habits, trying to make sure she would be 
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different. Only recently, when she entered adolescence, did she begin 
to ask questions about my past. She’s afraid of asking me, but when 
she does, I am always careful to give her the true answers and not to 
hide things. She is very critical of my parents’ behavior toward me 
and unable to accept the idea that they hospitalized me. Today, she is 
a much more significant person in my life, because when she was a 
young child, I loved her but could not share things with her, and I 
was very preoccupied with myself. Now it is very meaningful to me 
that we have a close, good relationship, a real friendship. 


My Grandmother 


A special figure for me since birth was my grandmother — my 
mother’s mother. She is a survivor of the Holocaust. Her parents were 
killed, and she was left alone at the age of 12 to raise her younger 
brother. She always kept all her suffering and pain from the 
Holocaust inside, never talking about it. Maybe this caused my 
mother to hide and refrain from talking about things. Only last year, 
when she was interviewed by the Spielberger Foundation about her 
experience in the Holocaust, did my grandmother begin to open up 
about it. 

My grandmother is a very balanced person, with really remarkable 
self-confidence and behavior. Growing up, she symbolized for me the 
shift between being demanding and supportive. Despite her life 
history of starvation, settling for very little, fearing capture and death, 
and fearing the future, my grandmother was the only one who did 
not try to push food into my mouth. She was the only one who 
treated me in very direct, clear, unobscure way. She was the one to 
whom I ran when I argued with my parents and felt the need to run 
away from home. She protected me and asked my parents to leave me 
alone. Several times during my adolescence, she became in charge of 
my meals, because my parents could not cope, and with her I used to 
eat. What characterizes her most of all is her direct and straightfor- 
ward way of talking, without hiding and without apologizing for it. 
Therefore, she has always been the person I felt best with. You can 
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imagine my guilty feelings when she told me that only because of me 
did she become ill recently. Yet sometimes I think that something 
about her confident manner was phony — otherwise why was she 
unable to share her experiences of the Holocaust? How can she 
behave as if nothing happened? 

I often wonder why she did not become a parental figure, a model 
for me. Why didn’t I become more like her and gain more self-confi- 
dence and have less doubt? I still don’t understand how my mother 
came to be so different from my grandmother. It seems as if my 
mother acts like the Holocaust survivor, rather than my grandmother. 


A Summary: What I Acquired from My Parents 


As I re-read this, I am painfully aware of how critical I am toward 
everyone. Maybe this was one of my problems. I never liked myself, 
so I found deficiencies in everyone around me. Maybe only later on, 
when I felt the strength to accept myself as a human being who had a 
right to live, could I accept others and see their advantages. Therefore, 
I hope my parents, my sisters, and my grandparents will understand 
that actually seeing the bad behaviors in their lives was part of my 
constant search for my internal personality and my self-criticism. 

If I look at the big picture today, I can say that, since my birth, I 
have acquired several major ideas, characteristics, and aims from my 
parents: 


- The need to do things perfectly, which was the reason for my 
success in school, but at the same time was the reason for 
my anxieties and fears that I wasn’t good enough and that 
there was no place in this world for bad people. 


- The fear (or actually, anxiety) of not doing things well, which 
lowered my self-confidence and sense of trust in my own 
self. I never felt safe enough. I always suspected my abilities. 
My mother and sister were my role models, and I viewed 
both of them as highly admirable and extremely hard to 
compete with. I always felt jealous, thought I could never 


38 / Inand Out of Anorexia 


do things right, and tried to fit what others expected me to 
be. 


- An obsession with cleanliness. Even today I sometimes have 
these obsessive thoughts that I’m dirty and evil, not clean. 
Vomiting used to be a kind of way to let the evil out of me. 
Rationally, I know this is not right, but I can’t change these 
thoughts. Today I feel compelled to clean my child’s room, 
change his clothes, etc., and these feelings even affect my 
sexual relations. When my husband kisses me, I turn my face 
away — I don’t want him to be disgusted by me. Since I 
disgust myself, I’m afraid he'll be repulsed. Strange as it 
sounds, I have no problems like that with my baby. Maybe 
because he was inside me, he won’t be disgusted. I can 
easily kiss him. 


The need to hide. As a child I always felt ashamed. I always 
wanted to hide. Usually people hide when they do wrong 
things and think they need to run away. I was always 
running away from myself, from others, and from the world. 
Now I feel as if all those years of running from people 
affected me in a way that makes me need to run toward 
people. I am not hiding anymore. To the contrary, I am 
opening up to everyone. I am going in the opposite 
direction. I feel the need to tell the truth to the people 
around me and to be honest with myself and others. And 
also I feel the strong need to express emotions, to help 
others, to do the right thing, to do good, etc. 


All in all, my perfectionism, anxiety, and feelings of worthlessness 
grew stronger and stronger as I matured. As I said before, I can 
attribute these to the way my parents educated me, and to my mother 
as a role model. Just as I mentioned above, I can also relate my wish to 
talk openly and tell the whole truth and my urge to avoid hiding 
things, however bad they might be, to my rebellion against my 
parents’ wish to conceal the things of which they were ashamed. 
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Yet I must admit that my being intelligent, smart, and pretty are 
also the results of being my parents’ child. I also learned to express 
emotions, and I even learned to love. So, my family background is not 
a one-way street. I inherited good as well as bad characteristics. All I 
can say is that I inherited many good things that I thank them for, 
many problematic things that I had to struggle with, and some bad 
things I will never be able to get rid of and will have to learn to live 
with. 


And What I Developed Independently 


I don’t think that my idea that I was bad came from my parents. I 
think this is something that I developed within myself. I often used to 
think what people could see if they looked inside me. One constant, 
since the time of my birth, was an idea that accompanied me intensely 
throughout my life: ‘Iam bad’, ‘Iam not deserving’, and ‘If they knew 
who I really am, they wouldn’t want me.’ Right now I can say: “Well, 
this is not true. am not bad. I help others. 1am a good human being. I 
care for people.’ Yet this core idea still guides me, and sometimes even 
disturbs me. 

As I try to look back at my past now, and to understand how I 
became who I was, some things are very clear. The idea of being a bad 
person was always there. Since I was bad, I had to be punished. So, as 
a young child, I remember myself doing something bad just to receive 
the punishment. I knew I shouldn't do those things. I knew those 
things should be punished, and I looked forward to being punished. I 
knew I deserved it. I did not reject it, and I was waiting for the punish- 
ment to come. Sure enough, the punishment always came. I was never 
surprised when it did. 

My problems with eating were also there from the beginning. My 
mother tells that, as an infant, I used to vomit a lot. She always 
prepared extra bottles so that I could have another one after I 
vomited. She always feared I would not get enough to eat. She always 
expected me to vomit, and I always fulfilled her expectation. 
However, in contrast to my mother’s memories, I remember myself as 


40 / In and Out of Anorexia 


a child who enjoyed food. I remember exploring the refrigerator 
looking for something good to eat, and I remember enjoying food. 
So, as can be seen, parts of who I was as I embarked on my illness 
were things that I inherited, parts were things that I developed 
myself, and many parts were things I learned merely by living in the 
world in which I lived, in the environment that surrounded me. 


3 
Between Me and Myself 


and My Social Relationships 
Finding Creative Expression for My Loneliness 


From early childhood until now, my fear of society has shadowed me. 
I have always felt insecure and restless around people. I always felt 
unequal, unaccepted, and not understood. 

Even as a young child, at age 4 or 5, I remember myself fearing 
other people. I was very shy and always tried to stay close to my 
mother, to hold her hand or sit on her lap. 1 remember that, during 
celebrations in preschool, it was hard for me to actively participate, 
and I would not agree to leave my mother’s side. I used to sit on her 
lap, looking at other children dancing, singing, or performing, but 
refusing to take part. Deep down, that hurt; I envied their freedom to 
behave as they pleased. 

Later on, as I entered elementary school at the age of 6, it was still 
difficult for me to interact with other children. Throughout all the 
years of elementary school, until the age of 14, I didn’t like being 
around groups of many children. So, I found one friend. Her name 
was the same as mine — Ayelet — and I stuck with her. We were very 
close friends, and we used to play together. We had fun, but I 
continued feeling anxiety and fear. Even when the two of us were 
alone, I didn’t feel good. I’m not sure if she would say the same, but I 
remember feeling we were in a constant state of competition. I always 
felt like I needed to prove that I was better than she was. Of course, I 
never thought I was as good as her, or could be better than her, but I 
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tried to achieve more and to compete with her for attention, success, 
and approval. 

I never overcame this shyness. I grew up and my problems grew up 
with me. As a young adolescent (12 to 15 years old), this same 
problem continued to follow me, although it showed another face. 
The shyness developed into anxiety. I think they now call this 
behavior ‘social anxiety’. Whenever I was around more than three 
people, I was tense, uncomfortable, anxious, and wanted to run away. 
I felt as if I'd been left alone in a crowd. I remember a metaphor that 
appeared in my mind throughout my adolescent years. In that 
metaphor, I could see myself as in a cage of glass. I was inside it, and 
the glass surrounded me. No one could hear me, and I could not hear 
anyone. When my anxiety was not at its peak, I could see through, but 
when it increased, a cloud seemed to cover the glass, and I could not 
see anything. I kept wondering if people knew I was there. I was 
among people, yet I felt so far away, different, and lonely. Naturally, 
the other children sensed my tension and also kept a distance. 

Maybe my personal problems would not have been as severe if 
they had not been accompanied by social problems. I was never really 
an integral part of social activities or peer groups. I didn’t feel good 
with new friends and never had many friends. I was persuaded by my 
parents once to attend a youth group meeting, and I felt terrible and 
suffered through the whole meeting. I never went again. While all the 
girls my age used to gather in groups, talking, laughing, joking, and 
sleeping over at each other’s houses, I was not able to bea part of these 
activities. | never once spent a night at a friend’s house. I was always 
happy for them to come stay at my house, but I felt uncertain and 
insecure in a strange environment. I always felt bad about the 
unknown. I never entered a bathroom at school, at a friend’s house, or 
in unfamiliar public places. Even now, I will not enter the bathroom in 
a strange place. Even now, I hate going to hotels or being away from 
home. 

When I reflect upon it now, I see that while growing up I kept 
moving between two extremes, as if I were two different people. At 
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one extreme, afraid that I didn’t deserve to be with others or that I 
wasn't equal to them, I would try to stay alone and to maintain my 
distance from other children. At the other extreme, I constantly 
wanted other children to seek me out, love me, accept me, and appre- 
ciate me. However, I never did anything to help other children 
approach me, or to even give them a signal that I was interested. I 
believe other children thought I was uninterested and maybe even 
thought of me as snobby or as despising them. I visualize myself then 
as calling them toward me with one hand, while simultaneously 
raising the other hand to stop them. As I grew, the glass cage 
metaphor grew stronger and stronger, appearing more often in my 
daydreams and fantasies. 

I cannot really explain why all this happened. Years afterwards, I 
tried to understand what made me feel so anxious, isolated, and 
lonely. I think it must be related to my early problem of attachment — 
or actually, lack of attachment. I never felt safe and confident in my 
parents’ presence, and maybe that prevented me from developing 
self-confidence, self-acceptance, and self-trust. Feeling insecure, I 
always believed I needed to satisfy others, and my wish to do every- 
thing ‘right’ aroused fears and anxiety. I did not know how to handle 
my wish to be perfect, so I translated it into ‘not being good enough’. 
My insecurity also always caused me to see myself as being different 
from others. Therefore, I remained alone, wishing to be with others, 
but giving signals of being uninterested. 

Looking back, I can’t say exactly when this social-individual 
problem began. Some of the answers may be found among my early 
creative attempts to write and draw. As a child, I quite often sought 
creative outlets for my emotions and feelings. Initially, I began to 
draw seriously and to collect my work at around 12 years of age. My 
drawings changed dramatically over the years, but they were all on 
the same kind of parchment-like paper and mostly in black pen. 
When I look at them now, I am amazed to see how much effort I 
invested in obtaining similar pieces of paper over a period of almost 
eight years, from age twelve to almost twenty, including the times I 
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was hospitalized. This uniformity was part of my perfectionism, and 
the parchment reflected my dramatic style —I wanted the drawings to 
look authentic and valuable. 

My early drawings were very different from what they would 
become in the future. At first, my art was in color and showed some 
normal childhood features. Later, around age 14, my drawings would 
become only black and white, with an occasional splash of red. At age 
15, I began invariably to depict genderless human bodies suffering 
and crying. Sadness and sorrow already dominated my drawings. 
Almost no signs of happiness remained, despite the fact that in my life 
I was not yet in a state of complete suffering. 

A look at some of my early works from around age 12 to 13 (see 
illustrations 1, 2, 3) reveals that, at that stage of my childhood, I was 
sometimes happy, drawing themes like flowers, hands, and the sun. 
However, even then, that happiness was always accompanied by 
some elements of loneliness, or sadness, such as tears. All my 
drawings throughout all the years were on the same size paper (a 
quarter of a page) mainly using black pen, with spots of other colors. 

The first drawing (illustration 1) portrayed a hand coloring a 
flower, most of the picture is black, with a little red and blue in the 
flower, and some yellow spots on the hand; the caption at the top 
read: A Memory. | was drawing something to remember for the future. 
The sadness is due to the fact that it belonged to the past, to the 
memories. The red color of the flower was gone. In the future there 
will be more tears than flowers. At that moment, the memory was 
something I wanted to cherish. It still looks naive. Life (illustration 2) 
showed the beginnings of more drama and less happiness. A child 
covered by a big hat, not seeing the world around, surrounded by 
dark clouds. Once again, most of the picture is black, with some spots 
of red, green, and yellow. Life at that time, at the age of 12, had 
already started to be dark, difficult, and fearful. In Tear of Life 
(illustration 3), there was a small house far away, a black sun, and a big 
tearing eye above. Tears were the main motif in my drawings. 
Probably, they were a main motif in my life. The sun itself was black 
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Illustration 1_A Memory 


with very light yellow stripes. Things had already become more and 
more difficult and depressive for me. 

During my first years in high school (ages 14 and 15), my insecu- 
rity developed into a need to constantly examine and re-examine ev- 
erything I did. I was always checking, doubting, and questioning my 
behavior. I was never sure I was acting right. I always felt the need to 
check, to understand myself, to try to see if I read my internal motives 
accurately, and to try to become familiar with my most private 
emotions. I could never settle for accepting things as they were. I 
needed to dig and dig and find answers, and to keep asking questions 
about myself, my life, and the world. 
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Illustration 2 Life 


Illustration 3 Tear of Life 
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At that time, I found appeal in an additional creative outlet: writing. I 
covered many pages, writing about my anxiety, stress, and dilemmas. I 
could not share my feelings with anyone; thus, I found the paper to be 
a good release for my thoughts, emotions, and self-examinations. 
Writing short stories, poetry, and stream of consciousness became my 
major channel of communication. I continued writing throughout my 
entire adolescence, throughout the time I was hospitalized. I stopped 
writing when I left the last hospital and have never written again, 
until now. When I was almost 14 years old, I was just about to start 
high school, which I really feared. I wrote the following: 


The end of a period 

that only once you have passed through it 
can you find some beauty therein. 

A whole new world 

opens up in front of you 

and it is up to you to control it, 

it is up to you to locate yourself 

and to find meanings, signs, hints. 
Advice is being offered to you 

escorting ‘you wherever you are. 

A way which lasts forever 

and leaves you overwhelmed and with responsibility 
for the future to come, for eternity. 

Take your tools 

keep all the strength hidden inside 

and don't forget the expectations behind 
all those and much more, 

to keep you wherever you turn to 
somewhere on the other side 

of the door you have just opened 

for you and for your environment. 

Be well 

take care 

and keep trying. 
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As can be seen in this partially depressive, partially optimistic piece, 
everyone was telling me that I could succeed, and I was trying to tell 
myself that I was capable of learning and had nothing to fear. This 
composition clearly shows how involved I was with the issue of me 
standing opposite others in a controversial world. I was always trying 
to look at myself as I thought other people on the outside would see 
me, as society saw me. Constantly occupying my mind was what I 
meant for others, how good I was, how responsible I was. I wanted to 
live according to what I thought were my family’s and society’s ex- 
pectations of me, but I felt I was failing. This poem also accentuates 
how I viewed my present world in contrast with some other world — 
the world where others lived? the world I might find in the future? 
my fantasy world? 

Moreover, this piece demonstrates that, even before entering high 
school, I was already talking about myself as if 1 were someone else. I 
referred to myself in my writings in the third or second person in 
Hebrew — not as ‘me’ or ‘I’ but as a male-addressed ‘you’ or as ‘he’. I 
think this writing style, ignoring my femininity, reflected how 
insecure I was even as a child. Perhaps this insecurity was an early in- 
dication of my anorexia. 

As a young adolescent, I saw my life as peppered by dichotomies 
and multiple, contrasting qualities. The past became for me a period 
from which I needed to learn in order to change and have a better 
future. The present became ambiguous and full of question marks, 
doubts, and pain. This was the beginning of my looking at the present 
as bad. I started to develop my view of evil, of an evil drive or instinct 
that caused me to do bad things. I knew I was not like others. I 
suffered from being lonely. I believed there was a reason, a justified 
reason for everything. I therefore started thinking that if I was 
suffering, it was because I deserved it. I probably deserved it because I 
had done something wrong. Unable to find anything wrong in my 
behavior, I developed the idea that I was suffering because I was a bad 
person. Something inside me must have been very bad, and I had to 
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spend my life trying to pay for that evil drive. Soon, I even interpreted 
wishing for something as a symbol of evilness. 

Now I can see this time in my life as waving a red flag of warning, 
but no one else noticed the signs. Everyone thought I was special and 
creative. They didn’t realize that I was suffering and in danger. I was 
already crying for help but didn’t know what help to ask for, and no 
one heard me. I was hoping for someone to come, hold me, dry my 
tears, and persuade me that I was a wonderful person and should love 
myself and could be loved by others. But no one did. When no one 
understood me, I started living more and more in my fantasy world. 
Life was bad, so I started dreaming and living in the future. I 
developed this idea that, although I was an evil person in the present, 
some miracle would change me and I would be different. I expected 
myself to be a better person in the future, to be able to change my life, 
to be loved by others, and to love myself. 

As can be seen in the next piece, I continued writing about the 
future as compared with the past, about my expectations for my 
future life, and about the significance of life. At the age of 14 I still 
had some hopes. I was not yet completely pessimistic. I can’t tell now 
whether, at the time I wrote the following poem, I was actually still 
hopeful. Perhaps I was just trying to persuade myself that things 
would change in order to keep my head above the rising tide of the 
illness. 

I have lots of new expectations 


I have a handful of wishes 

I have demands I didnt know before 
I have needs I wish to explore 

I want to open my eyes and see 

I want to look in front of me 

And find a place for me to be 

Id like to succeed where I once failed 
Id like to have the strength to look ahead 
I need new skills, I need the power 

I need to fight and get all I desire 
Then... 
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That drive that’s in me will keep the promises 
That I left behind feeling powerless 

The drive will cope with all those duties 

and once more look for hope and beauties. 
That drive living inside me 

Will soon become me and just me 

New face, old meanings 

No more bad, just good intentions and willingness 
My evil drive will be changed and become 
More realistic more optimistic 

My evil drive will then be part 

Of what I dream so many nights 

The time has come 

The hours and minutes 

For new dreams and hopes to start 

For confidence and trust 


The drive, which later on would be embodied as the bad part of me 
and to which I would attribute all bad events, was already there in 
existence in my first year of high school. It already symbolized the 
problematic, bad, evil part of me. For a long time, I blamed my 
problems on this drive inside me that made me do things I shouldn't. 
This drive was the reason that I looked upon myself as a bad person, 
an evil personality. It may sound psychotic, but I wasn’t. Inside me 
was also a small, innocent child wishing to grow up and do good, 
who struggled against the bad drive. I wanted so much to be good 
that I could not accept the fact that I was not. So, it was easier to put 
the blame on someone else who was out of my control. Around me, 
everyone else was good and wanted me to be good, and I felt I owed it 
to the others to try and be good. But my efforts failed, and I was ina 
constant state of fighting against the evil part within me. 

I knew I was bad, but I believed I could be different. What charac- 
terized this period more than anything else was not depression or 
pessimism or my sense of being evil, but rather my overpowering 
wish to be good and to change. I did not yet want to die then. But I 
did already know that, if I wanted to enjoy life, 1 must change. Not 
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knowing how, I kept expecting a miracle. In my dreams and 
fantasies, I believed it was possible. I ceaselessly waited for the future 
to magically solve all my past problems, like in fairy tales. I expected 
that suddenly the future would arrive, and I'd be different; I'd have 
become a better person. That future would make me feel better, and 
my parents’ and society's expectations of me would be fulfilled. As 
can be seen from my writing, I invested much effort in persuading 
myself that it was possible for me to improve: 


I owe you my life from the beginning 

So let me start the work of building 

I gathered all the tools for the job 

I think I found the best so let me go ahead 

I think I collected the best materials I could 

I will build something doing the best, as I should 
Something you will see as for the better not a piece of bad 
Something that will bring only happiness, nothing sad 
For a minute a tear drops down and falls 

But that tear 1s a happy tear 

I have no sad tears now, at all 


Once again, this piece clearly shows my ambivalent feelings. A sense 
of being bad and a hatred for the present, juxtaposed with an optimis- 
tic view of the future and an expectation that things would improve. 
Disliking my present life, I felt sad and wondered why things were so 
difficult. I continually gave up on my life in the present, and believed, 
like Scarlet O'Hara in Gone With the Wind, that tomorrow would be a 
better day. Feeling a constant debt to others, I yearned to keep my 
promises, not to disappoint everyone. 

My poems were very similar to each other. I was very obsessed 
with the thoughts of good and bad, life and death, me and the world 
—and these motifs kept returning in a like manner in all my drawings, 
too. The repetition probably stemmed from my obsessiveness, but 
also from my deterioration and my increasing hopelessness and 
emotional dissatisfaction. Usually, I doubted whether I really had the 
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skills, the strength, or the energy to cope with what life held for me. 
Sometimes, I felt I had the strength and could do better: 


Now I know 

And soon I will show 

That today I have grown 

And tomorrow I will even more 

The hour that ts here already 

Signals to come and be ready 

The day 1s about to end 

And tomorrow is coming ahead 
Tomorrow is another day 

A special day, a unique time. 

Now I know 

And soon all will be shown 

A clock that rings not to forget 

To learn from the past 

To think positively and move ahead 
To think of today 

And hope for tomorrow 

A star, a sun shines 

Tell me of order 

Tell me not to get close to the edge 
Tell me to go on, ahead 

Tell me there's meaning for everything in my life 
Tell me I have people who care for me 
Tell me I have a life. 

Today I know 

And tomorrow I'll show 

And from tomorrow all of you will see 
My promise to thee 


Not only did I look forward to a better future when I wrote this, but I 
also wanted everyone to realize that I'd changed and become a better 
person. I am not sure who ‘everyone’ was. My parents? Friends? 
Teachers? Whoever they were, I already knew that I was different 
from them. Knowing that I was not like other people around me, I 
was already warning myself not to go past the barrier or break the 
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limit, to stay inside the frame. I guess I was afraid of the outcome if I 
showed everyone how much I deviated from the norm. 

Although I did look ahead toward the future, my fears had 
increased. I was so busy fearing, running away, and expecting things 
to change. I didn’t understand that, actually, the fears did not come 
from the outside world but rather from within. I didn’t understand 
that there was nowhere to run. As Tammie used to tell me much later, 
if we run away from our fears, those fears chase us, and they certainly 
did then. I was hunted and haunted by those fears. Lots of fears. 

I often wonder whether someone professional, a therapist, would 
have been able to recognize all the signs then — my doubts, my feeling 
of being bad, my fears of the future, my fantasies and expectations. If 
so, could my sickness have been prevented? Could my problems have 
been solved without evolving to the extent they did? Sometimes I 
think that I was only a typical frightened adolescent who was 
dramatic, sensitive, and so scared that normal problems grew into a 
tremendous grotesque illness. Could it have been prevented? 

I guess I will always question that and never know the answer. For 
me, the future could not be prevented. I was traveling at such a speed 
that I could not be stopped. I had to keep going on, and I could not 
stop myself. I expected the worst and, sure enough, it came. I was 
looking for a better future, but I had to wait such a long while before I 
reached it. I was inside quicksand, fearing I would sink, hoping to 
drown, yet still looking for someone to miraculously save me. But 
miracles don’t happen in normal life. 

Before my sickness, I hated the present and looked toward the 
future. Later on, when I was sick, I could no longer see the future. I 
was sunk deep into the ugly present. Or maybe it was the fact that I 
had lost my future — any dreams, fantasies, hopes, or expectations I'd 
had — that made me become sick. I don’t know what was the cause 
and what was the effect, but either way, my future disappeared. 


4 
The Stage is Set 


From Healthy Child to Anorexic 


Re-reading all of what I’ve written so far, it becomes obvious to me 
that my sickness did not arise out of nowhere. The hints were there 
since I was born. The problems could be found in all areas of my life. I 
don’t know if anyone who knew me could predict that I was going to 
develop such a distressing illness. But I always knew. I didn’t know 
what to call it or what form it would take, but I knew something bad 
was on the way. I could sense the internal signs. I could hear the cries 
of warning. 

I did not have social ties, which are so important during the 
teenage years. Looking at society’s role — if social relationships are a 
predictor of one’s adjustment — the clues were already apparent. 
Alone and lonely, I did not feel a part of society. Being among others 
only highlighted my differentiation. 

I believe we develop our self-image by the way we are viewed by 
others. We develop self-confidence when others trust us and accept 
us. We start to believe in ourselves when others give us feelings of 
worth. We learn to know ourselves from the way our personality is 
reflected in the mirror that society holds up in front of us. We are 
reflected in the mirror of society. Unfortunately, there was no mirror 
held up in front of me, so I could see nothing. My parents did not help 
me see myself in the right way, and I had no social relationships to 
help me with that either. I was always blind to my own reflection, 
never knowing what was real in relation to myself. 
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Looking at my family’s part, I understand that instead of feeling 
protected by them and learning coping skills from them, I felt alone, 
criticized, neglected, and isolated. In the mirror they held up, I did 
not feel I fulfilled their expectations. I never received what I wanted 
from them. They did not help me cope with my insecurity. They never 
tried to understand what was really disturbing me or to help me 
express my distress. I felt they preferred me not to share my emotions 
and fears. I felt it was easier for them to ignore what I was experienc- 
ing. They preferred to close their eyes to what was really starting to 
develop. 

And when I did sometimes succeed in seeing my own reflection in 
my family’s and society’s mirror, what I saw was so different from 
what others saw. Others thought me a sensitive, pretty, smart little 
girl. Can you believe that they even thought I was a good girl? Others 
never saw the sorrow, the pain, the fact that something was so very 
wrong. No one could tell. No one else saw. So, how could I be 
expected — me, a little girl — to see, to understand, and to change all 
alone? I wanted to get out of it, but I wasn’t sure what ‘it’ was, or 
where and how to get out. And I couldn’t cope alone, without help. 

Within myself, I felt doubts, conflict, a lack of self-assurance, and 
even evil. So, actually, there was no where I could feel good, and no 
person who could help me find myself and my place in the world. 
With that, the stage was set for developing depression, suicidal 
behavior, and anorexia. 


») 
Flowing with the River 


Learning to Act Anorexic 


So, I was starting to flow with the river, and I had no strength to stop 
it. Just as stones are carried along by the intense force of deep waters, I 
felt myself to be helplessly and completely taken over by what was 
happening. I felt unable to change, stop, or take responsibility for the 
flow of events and experiences surrounding my development. That 
flow was mighty, deep, and rapid — much stronger than me. I help- 
lessly rushed onward with the current, unable to change the direction 
of the tide, heading right for illness. 

When I think about how my anorexia developed, I can see that its 
foundations — in the form of all my problematic thoughts and 
emotions — were already present during elementary school. But 
gradually, during my adolescent years, they became more focused and 
deeper, and eventually established themselves as problematic dis- 
orders. The doubts that always accompanied me, as an integral part of 
my life, turned into real pain. The process of suffering, of checking 
and rechecking who I was and what was inside me, became harsh and 
constant. I was incessantly unsure of who I was, what I was doing, and 
whether it was right or wrong. 

This nonstop process of digging deep into my body and soul was 
not helpful, to say the least. My shyness and uneasiness turned into 
anxiety, fear, and self-destructiveness. I was trying to hide from the 
world and wished to remain unseen. The fears, the perfectionism, and 
the wish to behave well and look good made me dread growing up 
and resist the normal process of maturing and developing. Growing 
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up meant the unknown, something out of control, and I didn’t like 
losing control. I did not want my body to control me. I feared 
emotions and sensations, so I did not want to experience my growing 
sexuality. I searched for some internal cause for my problems, 
thinking there was something bad inside me. For me, a child was a 
symbol of innocence; so, naturally, drives, sexuality, and growing up 
became symbols for evil. I wanted to be good; therefore, I wanted to 
stay young. I was afraid that growing up would expose me to internal 
needs and drives I might not be able to control. Even today, I resent 
things that I cannot control, and I always try to be in control. Thus, I 
started to reject food, and slowly even to starve. At first, in order to 
stop my growing up. Later on, to gain a sense of control over myself. 
That was a predestined route toward becoming anorexic. 

If I had to select a specific date for when my normal insecure 
behavior turned into a sickness, I would pick my 14th birthday. It was 
during the Passover holiday. I had expected my two best friends to 
initiate a birthday celebration for me. I waited, but they didn’t even 
remember to congratulate me. I was very offended. I blamed myself 
for being a dull, uninteresting person who was too fat and not 
charming or attractive enough, which was why nobody really cared 
about me. Reproaching myself, I thought that if I were a prettier, 
smarter, or a better person, everything would probably be different. 

It was after this birthday disappointment that the desire to change 
my situation, change my social status, and make people want me in- 
tensified. It was clear to me that the best way to achieve the social 
success I wanted would be to change the way I looked. As a child, I 
had always been chided for eating too many unhealthy and unneces- 
sary foods. I enjoyed eating junk food and sweets and didn’t really 
care for healthy, good food. At 5 feet 6 inches tall and 123 pounds, I 
wasn't fat, but I believed that if I lost those extra 4 or 5 pounds, I 
would look better without them. Always obsessed with what others 
thought of me, I decided that the Passover school vacation was a good 
time to make the change. I was occupied by thoughts of how 
surprised everyone would be when I returned to school thinner after 
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the holiday. I used to imagine the way they would look at me, appre- 
ciate me, and like me. I was also occupied by thoughts of showing 
everybody what I was capable of accomplishing and how good I 
could look. I used to think that, once all this happened, they would all 
regret the way they had treated me, and would like to be my friends. 

I was surprised to see how easy it was for me to go on a diet. I was 
always a person who tried to live up to the challenges I set for myself. 
I started dieting without any hesitation. The first few pounds disap- 
peared easily. Giving up junk food didn’t make me feel deprived. I 
had no difficulty giving up sweets, and even fasting felt worthwhile, 
although it wasn’t easy. The pride of my success made me feel very 
happy, and for me, feeling happy and successful, after all those years 
of feeling worthless, was the most important part in the process of 
dieting. However, reaching one goal usually meant that I immediately 
wanted to start working on the next one. I could never settle for what 
I already had. Each time I attained a goal, it was a signal for me that I 
could do it, and that it wasn’t as difficult as I used to think. Conse- 
quently, I continued to diet, establishing new goal after goal. By 
finding concrete goals that I could achieve, dieting also became 
something that made me happy. In addition, when I stopped eating 
junk food, my family was pleased. Suddenly, I felt my parents’ unmis- 
takable approval, and I didn’t have to doubt whether my behavior was 
a good or a bad one. Seeing that my focus on dieting made me put my 
sorrow and anxiety aside for a while, and that my change had pleased 
my parents, I went on dieting even after the holiday ended. Actually, I 
learned several things from this first stage of dieting: 


1. It was very easy to be on a diet, once I decided to do it. 
2. After a while, it became easy and less painful. 

3. Dieting was a shelter from stress and anxiety. 
4 


. Dieting gave me satisfaction, happiness, and goals to look 
forward to, and I was not used to having those emotions. 


5. Dieting gave me the feeling that I was not weak, but rather a 
strong, capable person. 
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Thus, dieting became a symbol for all the good things I wanted. Why 
should I stop? By the summer vacation, three months later, I felt I was 
succeeding very well in losing weight. Dieting and losing weight had 
become very easy for me. I was also feeling much happier than before. 
Hence, I continued dieting, or more accurately I should say that I 
began to starve myself. Although at first it had been difficult to fast, 
later on I didn’t suffer. To the contrary, strange as it may sound, I 
would gain a certain satisfaction from the pain itself, from the 
sensation of starvation. I think that, partly, this stemmed from the idea 
that I was alive and could actually feel things — even bad feelings — 
and partly it was a sense of strength in overcoming and controlling 
my body. 

By that time, dieting had slowly begun to become the central 
target of my life, the happy part of it, the part in which I was succeed- 
ing. I felt resolute, powerful, and proud. Success gave me the energy 
to continue, but each time to a greater extreme. During summer 
vacation, I decreased my food intake considerably. I thought my 
parents didn’t know. They seemed to be happy with me and didn’t 
seem to suspect anything. At least, they didn’t say anything. I have no 
idea whether they noticed my starvation or not. At the time, at 14 
years of age, I wrote in my diary: 


I was lying on my bed without a motion 
Thinking about how to find a solution 
Looking for a color between white and black 
Expecting an answer to help me with that. 
Then I was sitting near the window 
Just watching the wind blow 
Looking for the beginning up to the end. 
Now I am standing there 
Behind the door 
Hating to be in and afraid to be out, 
Looking at the floor. 
Dont know where I should be 
I am here and you are there, and who is me? 
Feeling alone in that horrible war 
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Trying to succeed, overcoming failure 

And still hoping, still wishing to find someone who 
Is as good to others as he ts to himself 

Who looks around him, behind him, in front of him 
And even next to him. 

I want to be with him, to learn from him, 

And to share my life with him; 

Then the answer will come, the real justice; 

Then the right color will be found 

And my real place in the world in general 

And especially in life. 


At this age, my drawings continued on the same kind of small 
parchment-like paper I’d begun using more than two years earlier. 


Illustrations 4 Luck 
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The drawings were made in black pen, and only a few very bright 
colors could be noticed. As can be seen in illustration 4, I drew a boy 
with his head deep inside the ground, and another child walking 
away, who can be viewed only from the back. I drew only figures 
with an unclear gender, with their faces hidden. No girls and no 
sexuality. Were these cues regarding my wish to hide away and cover 
things? Was I trying to hint something to my parents, who acted as if 
they were not aware of what was going on? I called this drawing 
Luck. 1 think it was my cynical way of saying: ‘No luck. I have no luck 
in life. I’m stuck in this suffocating, dismal place, and I’m alone, even 
abandoned.’ 

The summer vacation ended, and I entered high school. I was in a 
very competitive class. My grades were excellent, but being good was 
never enough for me. Even being the best was not good enough. I 
always felt I could do better and should do better. Yet I was always 
tense about success — never sure whether I could cope with it. Anxiety, 
stress, and insecurity were much more familiar companions. They 
always stayed with me, and I knew they would never leave me. Thus, 
instead of thinking about my studies and fearing them, it was natural 
for me to occupy myself with dieting. Losing weight was a place I felt 
secure in — my ability to control myself and to overcome all tempta- 
tion — and it kept me busy. In fact, soon I was obsessed. 

My writings show that the issues of life and death were always in 
my mind, even then. I remember that by the age of 14 I was already 
very interested in death. I already knew then what I wanted my grave 
to look like. I would imagine a big gravestone and often picture my 
grave and funeral. I contemplated cemeteries often, although I wasn't 
permitted to go to one. I did not fear dying. To the contrary, I was 
curious, I wanted to die. I wondered what it was like. I decided to give 
my body to science. As I became sicker, I started to talk more about 
death. I saw it as a solution to my problems. I also became obsessive 
about death. I was fascinated by death and I wanted to feel it. Even 
today, I think of death very openly, often, and without any fear. I just 
wish for my husband to be buried near me when the time comes. 


62 / In and Out of Anorexia 


My massive involvement with death began when my cousin died. 
She was ten years older than me, and I wasn’t at all close to her. But I 
admired her when she became sick with cancer and had to cope with 
all the pain. She became a model for me — of suffering, pain, and 
coping. She used to be the one to cheer everyone up around her. Her 
death was a turning point for me. Death became part of my life. I 
thought of death, I wrote about death. I was not allowed to attend my 
cousin’s funeral, but I was very interested in it. Upon my cousin’s 
death, the family published a book about her. I could never let this 
book out of my sight. I slept with it and took it everywhere. I was not 
depressed. I saw death as a solution for problems, as a way to escape 
all distress. | was expecting it. I wanted to learn firsthand what it 
meant. 

At that time, right before my 15th birthday, according to other 
people, I was really thin. (I myself never felt thin enough.) I was 5 feet 
6 inches tall and I already weighed about 101 pounds (after I lost lots 
of weight during Passover and the summer vacation). I was obsessed, 
anxious, and occupied with death. 

It was my ninth grade teacher who first noticed the dramatic 
change in me. She invited my parents to school for a talk, but they 
never came. I think they were afraid to hear the truth so they 
preferred to act as if they knew nothing. It might also be a part of 
their tendency to hide the ‘dirty laundry’ from others. The teacher 
was probably worried about me, so when my parents did not come to 
her, she came to visit our home. I suppose the teacher had decided she 
should warn my parents about my condition. She confronted them 
and insisted that they listen to her, saying that she thought I was an 
anorexic. This teacher was the first one to call my illness by its real 
name and to recommend urgent therapy. However, my parents did not 
want to see the truth, and they did not believe her. They thought she 
was just too anxious, and that they knew me better. They said I had 
always had problems with food, and had always vomited. They said I 
was sensitive to food, and that losing weight was a normal behavior 
for a child my age. 
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At that point, I was already an expert at being anorexic. I was 
already well experienced at hiding and throwing food away, forcing 
myself to vomit, and deceiving my parents about what and when [ ate. 
At first, I tried to hide things from my parents. I used to furtively take 
food that my parents expected me to eat and hide it in bags, which I 
would later take outside and discard in the garbage bin. Then I started 
forcing myself to vomit several times a day. I became obsessed with 
vomiting. I soon found it very easy and effortless, and, once again, I 
felt good about controlling myself. Here was another aim I had 
achieved — another challenge I had conquered — and another success 
of mind over body. I guess it was a lost cause from the start, because I 
interpreted these deprivations and self-mutilations as achievements 
and successes that made me happy. As my condition worsened, 
instead of understanding the damage I was perpetrating, and trying 
to change things, I viewed everything as a new goal or challenge that 
offered a chance of feeling good about myself. It was very exciting for 
me to constantly set up new goals and targets and to actually achieve 
them, one by one. I loved this feeling of accomplishment. It gave me 
strength. So, there I was, losing more and more weight, vomiting, 
deceiving and hiding things from my parents — and feeling satisfied. 
Yet my satisfaction was never complete, because, whatever I did, I 
always felt I had another mountain to climb. I always wanted 
something more. 

As can be seen, my drawing (illustration 5) at age 15 already 
pointed to anorexia. I drew a female, but she looked male. There were 
no signs of her gender. As in almost all of my other drawings, her face 
was covered, this time by what seems to be the weight of the world. 
Aptly, I entitled the picture Burden of Life. She was very thin, and I 
focused much more on the details of the body than I had in the past, 
portraying a more lifelike figure, rather than the earlier caricatures. 
Yet, at the same time, there were fewer details in this picture. My 
world had become emptier of details other than myself and my diet. 
There were also fewer colors — mainly black. There was a hint of 
another female figure looking down from above. From heaven? A 
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Illustration 5 Burden of Life 


hint of somebody who still cared? I don’t know. Although her eye is 
closed, the large face is the only one so far unhidden. I am not sure 
what I thought then, but I know I was always occupied with seeing 
the truth and being hidden from the world. I was trying to convey 
some unknown message. 

Thus, the constant feeling of success, self-control, and accomplish- 
ment, along with the desire to look good and thus gain friends, were 
all factors in losing weight. Yet, I would say that my fears of growing 
up comprised a major component. I had always feared growing up. It 
felt like I was battling a kind of fight about who would be stronger — 
me or my body. Not wanting my breasts to grow, I would bind my 
breasts with a long scarf or a very tight shirt like they used to bind 
girls’ feet in China, hoping to prevent them from developing. I 
wanted to hide my maturing bosom and would avoid wearing a bra. 
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When I got my period, I suffered from very heavy cramps, which I 
wished would stop. A period was something dirty, an ugly symbol of 
pain, but also a sign of growing up and becoming a woman. Thus, 
losing weight seemed to be a successful way to prevent both distress- 
ing cramps and growing up. And, sure enough, I succeeded in that as 
well! 

I developed a comprehensive plan. How much I had to eat and 
how much I should get rid of. How long I allotted myself to stay in 
the bathroom in order to throw up and rid myself of all the food I'd 
eaten. How much energy I had to exert to lose weight and how long I 
should exercise. I used to run around my room in order to lose more 
weight. I was preoccupied and obsessed with all these aspects of my 
program. I enjoyed the sense of control I felt I had. Losing weight 
kept me busy from the minute I opened my eyes in the morning until I 
closed them at night. 

Wanting my parents to stay in the dark as to what was going on, | 
spent much time in my room, with a closed door. This probably made 
it easier for my parents to ignore what was going on. They didn’t 
seem to notice, or at least acted as if they were unaware of my activi- 
ties. Surprisingly enough, despite my incessant preoccupation with 
my body, I could still learn and succeed in school, which helped per- 
petuate the pretense. One day, I did not lock the bathroom door, and 
my mother came in while I was undressing. She was shocked. She said 
she could see my bones. But still, she did nothing to force me out of 
this situation. I saw my bones as well, but, unlike her, I was gladdened 
by the sight. I wanted to feel my bones. I saw this as proof of my 
success, and I was happy that I no longer had that ugly fat on me. 
Strange as it sounds, I don’t remember this time (the beginning of 
anorexia) as a difficult period, as suffering. On the contrary, I felt 
mostly power, success, and control — a sense of joy in suffering. 

It is interesting how vividly I remember the feeling of success from 
losing weight, whereas I cannot recall the physical pain of starvation 
at all. Yet I used to long for those moments where I could eat. I loved 
and enjoyed eating. Food was something to enjoy, but I believed I 
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didn’t deserve joys or pleasures. I developed the belief that I deserved 
to suffer. This belief of being undeserving has always followed me. 
Even today, I sometimes ask myself: Do I really deserve all this 
goodness, joy, and pleasure that I have today? What good did I do to 
earn it? 

So anorexia was the outcome of my personal problems that were 
always there and my social problems that led me to start dieting, as 
well as my relationships with my family, which prevented them from 
stopping me, confronting me with what was happening, and 
demanding that I do something about it. The fact that my parents 
kept ignoring the truth merely helped me continue quietly with what 
I was doing. When they finally allowed themselves to admit there was 
a problem, it was too late to stop me. My father thought I should be 
hospitalized long before my mother did. They used to argue a lot, but 
he would always acquiesce to her. My mother was too optimistic. She 
believed in me and was afraid of harming me if she were to insist on 
hospitalization. This, together with her tendency to hide things, 
helped her to ignore the situation. If I had to paint my parents, I 
would portray my mother in very bright colors and my father in dark 
ones. Living between the white of my mother and the black of my 
father, I was always in the gray. I never knew what or who was right. 

At that time, at school, my classmates started calling me ‘half a 
human being’. The teachers were worried, and the school nurse 
insisted on weighing me every week. However, the school was 
helpless to do anything more, due to my parents’ lack of cooperation. 
In contrast to my peers’, teachers’, and nurse’s intentions, I enjoyed 
and was reinforced by their attentions. I liked being called half a 
human being. It served my purposes; I felt I was on the right track. I 
was unaware of the danger of my situation. I liked achieving my aims 
and being the center of attention. Thus, I faced a divided reaction 
from others. On the one hand were concerned classmates, teachers, 
and nurses, and on the other hand were my parents, who denied my 
problems and didn’t know how to cope with me. Throughout my 
high school years, my parents continued to avoid the real problem, 
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moving from one extreme of shouting at me and forcing me to eat, to 
another extreme of being indifferent and letting me do what I 
wanted. I felt they were weak, so I could continue doing what I 
wished. I gradually increased my vomiting, began using laxative 
medications, and continued to hide and discard the food served to 
me. 

Getting all these mixed messages from those around me was very 
tiring. I felt helpless and exhausted. I could not find answers within. 
As I've said earlier, my image in the mirror had always confused me 
(and still does). The one that I saw then differed greatly from that seen 
by others. I could never understand why other people didn’t see me 
the way I saw myself. It was like having two, completely different 
figures. I was so disconcerted by that incongruent. I could never 
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Illustration 6 The Bird of the Soul 
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figure out who was the real me. This gap became stronger and deeper 
as the sickness evolved. 

My drawings from that time lay bare the suffering I was experienc- 
ing. One drawing (illustration 6) was called The Bird of the Soul. 
Usually, while relating to the bird of the soul, one talks about wishes, 
expectancies, or fantasies. For me, the bird was black, frightening, 
scary. I hated what was inside me, I wanted to get rid of it. It looked 
like a raven rather than a nice, small songbird. I think it’s very mean- 
ingful that, instead of drawing the bird inside the person, I drew the 
person inside the bird. The bird was in control, while the person was 
being controlled. The second drawing from that period (illustration 
7) depicted a view from behind of a group of faceless people. It is 
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called The Outcry for a Solution. In a gesture of prayer, these people 
were looking for some help from above. 

When I was a little over 15 years old, I started hearing voices. | 
thought I was psychotic. Not far away from our home there was a psy- 
chiatric hospital, where I was hospitalized long after. As children, we 
always feared this place. Children used to point to it and say that it 
was a place for crazy people. Crazy people for me were those who 
heard strange voices, saw unreal figures, and said stupid things. So, as 
I started hearing voices, I knew I was crazy. In treatment, Tammie 
asked me about those voices. I explained to her that I used to hear an 
internal voice telling me that I was evil, that I had to improve, that 
things weren't going right. Afraid of what was happening to me by 
then and especially afraid that I was a bad person, I found a great 
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Illustration 8 The Past 
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solution in hearing voices. I could now say that I was not at fault — it 
was the voices I heard who told me to do what I did. I understand 
now that, in line with my perfectionist nature, it was easier to blame 
someone else rather than myself. It helped me then to imagine that it 
was not me, but rather some internal force that caused me to act the 
way I did. I always used to relate myself, to write about myself, in the 
third person. Now, it was even easier to talk about someone inside 
myself, to relate to that voice as another, strange, separate entity. This 
figure was always male. I am not sure whether those voices were a 
way to separate myself from my problems, trying to cling to life and 
save my sanity. Maybe my fears and insecurities about my own 
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sexuality made it easier to relate to the male person inside me. Maybe 
it was just a denial of my incessantly deteriorating condition, or it 
could have merely been, as Tammie suggested later on, my regular 
thinking that I heard. 

I was suffering, but I resisted help. I knew I was in a bad state, but I 
was angry and resentful. I couldn’t understand why people were in- 
terfering with what was going on between me and myself. It was not 
as if | were harming my environment. So why was it other people’s 
business if I harmed myself? Didn’t I have the freedom to make 
decisions about my own life? 

My drawings at that time were all black and depressive. In one, The 
Past, a girl holding balloons can be seen from behind (illustration 8). 
But, unlike the colorful balloons children usually play with, my 
balloons were black. So were the trees, the sky, and the flying bird. 
There was no happiness, no fun, no promise in my world. In a second 
drawing (illustration 9), The Gift, | was expecting a sun, a tree, some 
joy. However, the gift I received was black, small, insufficient, and 
unhappy. I am not sure whether it was a flower or a dying butterfly, 
but it was surely something meant to be alive and beautiful but 
marred and aberrant. What kind of gifts could I have expected? There 
was no joy in my future. Nothing to look forward to. 


6 

Recetving the Diagnosis 

‘Yes, I Am an Anorexic 

My First Experience in a Psychiatric Hospital 


When I was a little over 15 years old and had already been anorexic 
for almost two years, I still thought I could fool the whole world. Yet, 
it came to a point where my parents could no longer close their eyes to 
my state. The high school demanded that my parents act, and this 
time insisted that my parents take me to therapy as a condition for my 
continued school attendance. Reluctantly, facing no alternative, 
wishing that I continue my studies, my parents agreed to take me to 
therapy. I don’t even remember that therapist or what we did together 
— probably nothing meaningful. I went for two sessions and refused 
to continue. 

For me, being anorexic was feeling power, my forces. Proving to 
myself that I was strong and could control myself. Often, teachers and 
nurses warned me that I could die, but I laughed at them. I did not 
want to die. I only wanted to test my abilities. Touching death, 
playing with it, without actually dying. Feeling my strength and 
power to move between the two worlds of life and death. And, 
perhaps (which is what others would probably say), getting the 
attention I'd always sought. I felt vigorous and empowered by my 
dieting and would not relinquish that sense of power without a fight. 

My parents first became active at initiating my treatment when | 
was less than 16 years old. It was then that they first began to insist 
that I needed help. I was taken to the first hospital in a series of many 
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more that I would get to know. That first treatment was conducted on 
an out-patient basis in the psychiatric department of a general 
hospital. I attended group therapy meetings for girls with eating 
disorders. The group included girls with anorexia and bulimia. 
Before each session, we had to step on a scale, weigh ourselves, and 
show the psychiatrist the note where our weight was written down. 
Then the group discussion started. 

At first I was very passive. I was there and listened, but I didn’t take 
part in the conversation. I hated those meetings and didn’t want to be 
there. I felt I did not really belong to that group of girls, some of 
whom were in-patients. I knew that my weight-related behavior was 
not right, but I didn’t want to be changed, so I didn’t cooperate. The 
group lasted for an entire year until some of the girls were hospital- 
ized and some were referred to individual treatment. The group 
became a real support system, but the support was not what the 
therapists expected. It was not support for fighting our problems or 
for trying to change ourselves and our behaviors. To the contrary, the 
group became an arena for competition as to who could lose more 
weight and who could best deceive the therapists. Between ourselves, 
we avoided issues such as how old we were, how tall we were, or what 
our lives looked like before the sickness. All we cared about was who 
succeeded in weighing the least. Hence, instead of providing support 
for overcoming our problems, this group supported us in overcoming 
the therapists’ pressure to change. I remember coming to the group 
and listening to one girl who had tried to commit suicide. After this 
attempt, she was hospitalized. I envied her. I felt she had succeeded 
more than I. She got more attention, she was stronger, she was braver 
than I was. I wanted to be like her. This was my first actual thought of 
really trying to harm myself. 

I learned from the other girls in the group about different kinds of 
medication I could use, both for emptying myself, and for trying to 
commit suicide. I learned that I could mix different kinds of pills 
together in order to kill myself. I started using all sorts of drugs but 
none worked well, or maybe, unconsciously, I didn’t take enough 
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because I did not really want to die. So, I continued to vomit, to hide 
food, and to starve. 

My eating patterns were very rigid. I was obsessed with my eating 
and ate almost nothing, with the same regimen every day. It was like 
some kind of a ritual ceremony. When I was forced to eat bread, I used 
to cut it very thin so it was almost transparent. When my parents were 
angry, and I had to compensate them by eating something, I would 
eat three little beans. When my parents were relaxed and didn’t 
interfere, I didn’t eat. I used to eat a yogurt in the morning, eat several 
(3—5) beans for lunch, and drink water. When forced to eat a fruit, I 
used to cut it and peel the skin in a way that left no flesh. I used to 
drink water but colored it so my parents would think I was drinking 
something good. 

Even though I was not active in that group, those other girls from 
that hospital, like the other girls from other hospitals I would meet 
later on, became my real significant friends, my support group. They 
were like me, and they could understand me, my behavior, and my 
world — unlike everyone else. Much of my writings and thinking, later 
on in the future, were directed toward them and were about them. 
They were my most significant others for a long time. 

During all that time, I was still waiting for someone to take charge 
and stop me, to put limits to my behavior, to prevent me from contin- 
uing on that course. But no one did, and I continued flowing with the 
river. | was too weak to take charge and try to stop myself. I was 
playing a game between life and death. 

My parents, peers, and therapists often told me what I should do, 
how I should change, how I had to take charge of my life. But I was 
the biggest expert at telling myself what I needed to do, although I 
never seemed able to do what was necessary. This is also reflected in 
my writing — giving myself orders, trying to warn myself, and in- 
structing myself to avoid and reject others’ suggestions: 
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I tried to tell her 

but she didn’t listen. 

It came out exactly like it came in. 
I tried to send her some hints 

but she never understood. 

I told her to stop 

and she went on and on... 

I told her not to give up 

but she already turned. 

I told her to stop 

but she continued on her way. 

I asked her ‘Why?’ 

and she never answered. 

I never existed for her 

I knew where she was going 

I knew I had tried 

I only wanted to help 

but it was as if she felt betrayed... 
I understood her future 

I wanted her to know as well 


It was as if someone else, inside of me, some internal voice, was 
expecting what would come about later on, and wanted to stop me 
from continuing down this one-way dead-end street, with no way 
out. But I could not listen. I ignored my own voice. I blocked myself 
out. I closed my eyes, shut my ears, and refused to listen to myself. I 
had the feeling of an inner battle between me and myself, between 
relating to myself as ‘I’ or as ‘she’ and later on as ‘he’. 

No one ever saw my writings. Everyone — my parents, my friends, 
and even my therapists — knew I was writing. But everyone looked at 
them as the immature behavior of a young girl. No one ever thought 
that my writings could reflect what I was experiencing or could help 
in getting through to me. I could not tell them what I felt, I did not 
know how to express my feelings. So my only outlet for expression 
was in my writings. I wrote and wrote, covering tens, hundreds, 
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thousands of sheets with my pen. I feared the future. I was already 
aware of the fact I was in danger, and I wrote: 


I tried to prevent what 
might have happened 

but I did not succeed. 

I had good intentions 

but they never had a chance. 
She never even looked 

and never turned her head 
never let out any voice 
never showed any signs. 

She just went on and on 

but when she remembers 
and might look back 

it will already be too far. 
The gate will already be locked 
the opportunity will be lost 
it will be too late. 


That was the warning I always heard from others: “When you finally 
understand how difficult your situation is, it will already be too late.’ 
Too late, too late, too late, too late. Was it already too late? In a 
drawing (illustration 10) from that time, Only Me, I drew a girl hiding 
her face, trying to cover herself. She was thin, had no signs of 
sexuality, and wanted to hide herself from the world. She wanted the 
world to disappear. Nothing was happy around her. Only thin black 
trees. Whatever it was she was feeling and experiencing, no one on 
the outside could know, although one can sense her gloom and lone- 
liness. 

In all my writings, there were signs that I was going the wrong 
way. That something terrible might happen. The knowledge that I 
should stop and avoid it, or the hope that someone would come and 
help me. I felt lost but still had some hope. I felt I could not stop on 
my own — and waited for someone to stop me. The only productive 
things I did during those years was writing. 
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Illustration 10 Only Me 


You know what is going to happen 

but still you do nothing 
you know it is about to come 

but you do not move from where you are 
‘you want to warn, to hint 

to talk, but you know your actions are 
in vain 
you understand what he wants 

you listen to his words 

you even hear what he doesn't want to say 
you read his thoughts 

together with his emotions 

you know of his intentions 

you know exactly what is going on 
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and also are sure of what will be 
you know because actually 

he is just you, like you 

that drive inside of him 

was seared inside of you 

but you know that only he himself 
will understand it by the end 

and this knowing will be in vain 
since he never changes his aims 
you feel so hurt 

you could prevent it 

you feel so sad 

nothing can actually be changed 
as if you are in it again 

everything comes back, returns, 
you dream that soon it will be over 
you wish he would understand and look over 
at your hope 

Just hope for him and for you 
since he is actually you, just you 
the drive that is seared inside of him 
was seared inside of you, too 


As I wrote this, I still held some hope of being able to stop and 
change, but at the same time wished to continue on my path. I was 
caught between two mighty forces, and, inevitably, I found myself 
going with the flow, flowing with the river. 

Time passed, and group therapy was a failure. I didn’t want to stay 
in the group, so I left. It was obvious that something must be done 
with me. My parents thought that individual therapy might be better 
than group meetings. So, a short time after my 1 6th birthday, I started 
individual therapy with a therapist from the same hospital. This 
treatment did not help either. I did not cooperate. The therapist did 
not understand me and concentrated mainly on trying to make me 
eat. I think I must have been a challenge to that department, because 
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soon the head of the department started treating me, thinking that he 
might succeed where others had failed. 

I have no deep emotions about that treatment, which suggests to 
me that it wasn’t really significant. Everything seemed static during 
that treatment. I remember the eating disorder and the continuous 
fighting at home, but not anything important in therapy. The sessions 
were dull and boring, focusing on what I was feeling, going on and 
on. Again and again, unsuccessfully trying to bring me to talk about 
myself. I think the first person to start feeling depressed was my 
therapist, from that psychiatrist department. I soon followed him. The 
treatment, the unsuccessful treatment, pushed me to depression, to 
the big black hole. I could no longer see any gray or white, or bright 
things. I was in a terrible dark hole, and my therapist was in a black 
empty hole, too. There was no way to get out. The only good thing 
about this was that my future therapists would have something more 
to treat. A new diagnosis — my depression. 

I was obsessed with emptiness, nothingness, and depression. | 
turned this emptiness, these black holes that I felt, into my own phi- 
losophy of life. The philosophy of emptiness and big holes. I 
remember how, when I started therapy with Tammie and told her 
about the big black holes, she said that she was not familiar with my 
vocabulary and asked me to explain what these meant to me. That was 
when I understood that the big empty hole had actually turned into a 
big empty whole, coloring everything black to me. This black hole of 
nothing, that had turned into a black whole of everything, started 
later on (in therapy with Tammie) to change colors and size, and then 
it disappeared, but that was long after. 

So, I was in treatment that did not help, I continued being 
anorexic, and then, I became really sick. Not sick in my mind but sick 
in my body. I felt something in my breast. The same breast that I did 
not want to let grow, and, when it did, something was wrong with it. I 
didn’t tell my parents, as I never shared things with them. I went alone 
for a physical examination, and, as it turned out, I was right. I had a 
lump and was referred for a surgical biopsy. I was very scared. Now, I 
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really had something to be frightened about, and I was really 
expecting death, but it scared me instead of making me happy. This 
was not the kind of death I had envisioned. 

When my parents found out, they forbade me from having the 
operation. I can’t understand why. Was it their way of putting things 
under the rug, believing that if you don’t talk about something, it 
doesn’t exist? Anyhow, I felt old enough and independent enough to 
ignore them, and I decided to have the biopsy. I was a scared young 
adolescent who made a huge decision alone and did it feeling lonely. 
Angry at my parents, I did not want them to come with me to the 
hospital or to visit me. I decided that if I were to be alone in this, I 
would do everything alone. And if I died, then they would feel sorry 
and regret everything. 

I can’t say that I didn’t care about life, because I remember it was 
important for me to go through with all the examinations and the 
surgery to remove the lump. I guess it was a sign that I didn’t com- 
pletely want to die. When someone really wants to die, she succeeds. I 
guess I didn’t want to die — I wanted to suffer and to punish myself. 
When I was told that the lump was not malignant, I was very happy, 
and, for the first time in a long while, I felt relaxed. I knew that my 
time had not yet come. Even now, it is hard for me to think about 
myself as a young girl going through all of that alone. I would not 
want my children to be alone in such a situation, and it is hard for even 
me to understand how I could have been brave and determined 
enough to do that all by myself. 

Of course, I didn’t tell my therapist about any of these events, so 
she could offer no support during that difficult ordeal. In fact, therapy 
did nothing to help. Therapy would go on and on, in different 
settings and with different therapists, for the next several years. Each 
year pushed me deeper into the big hole I was in. Every year I 
continued to feel there was no way out. They gave me lots of 
diagnoses, strange labels for stigmatic clinical situations, and I started 
to fit them. If they called me anorexic, I could be the best anorexic on 
earth. I could use more medications and more sophisticated attempts 
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to gradually kill myself in more sophisticated ways. They saw me as 
sick, powerless, and depressed. No one tried to turn to my positive 
side, to look for my strengths, or to try to persuade me that I 
possessed some good things inside myself as well as the bad. I was 
treated as a diagnosis, not as a human being. No one cared about my 
hobbies, my joys, my writings, my expectations. They only cared 
about my sick behavior. If I was obsessed with food and fears, they 
were obsessed with trying to look, dig, and find all the monsters in 
my past that made me anorexic. It was like a game we played as to 
who was more obsessed. When I got tired of it all, I just gave up. I 
tried to fit into what they thought of me. If they wanted a sick person, 
that’s what they got. I really became sick. 

Thus, in a pattern that would repeat itself over the next years, my 
out-patient treatment in the first hospital by different therapists ter- 
minated. It had achieved nothing. We had all become more 
depressed, until they all finally understood the message and left me 
alone. I came out of it knowing nothing at all about how to get better, 
but I knew much more about how to deceive, hide, vomit, and lose 
weight than I knew before I started. I even added some important in- 
formation to my repertoire: I had learned immensely about all sorts of 
different medications and ways to commit suicide, and discovered 
new and innovative ways to resist others’ attempts to make me gain 
weight. 


7 
My First Hospitalization 


(Second Hospital) 
Or: Who is Stronger — The Illness or Me? 


My first hospitalization was at the age of 17 and a half. I was in the 
middle of the last year of high school. It was just before graduating. 
All my peers were in the process of preparing for being drafted into 
their mandatory military service after graduation. It was clear that my 
physical condition would prevent me from serving like the others. My 
parents, together with my previous therapist, thought that I should be 
hospitalized for a short while. They believed that being hospitalized 
would help me solve my problems quickly in order to gain weight and 
join the army like my peers. They believed that it would help me to be 
under others’ supervision, with regular meals served to me and the 
company of people who expected me to eat. Thus, I encountered my 
second hospital, a different one. In order to prevent a psychiatric 
entry on my personal records, which could impair my future, my 
previous therapist suggested that I be hospitalized in the children’s 
department of a general hospital, not in a psychiatric one. 
Consequently, I ended up hospitalized for six weeks in the chil- 
dren’s department, where I received treatment by psychiatrists from 
the psychiatric department. Yet, I was allowed to go home whenever 
necessary in order to take my matriculation examinations at school. It 
was like a game we all played. No one wanted to say I had a psychiat- 
ric problem, so all of us (my parents, teachers, therapists, and myself) 
acted as if I had a medical problem needing treatment. This ensured 
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that, when I left the hospital each time to go to school, no one could 
question where I was. 

Being hospitalized in the children’s department was actually fun. I 
was among the oldest of the children there. I remember helping the 
children and the parents in the hospital. I tried to keep the little kids 
busy and happy. I felt as if 1 were in a summer camp. I used to go, play 
with the children, have fun with them. Actually, I enjoyed their 
company much more than I used to enjoy my own peers’ company. 
Being the oldest made me feel equal, worthy, good. I felt no competi- 
tion. I did not feel inferior, and I felt people (or actually, the children) 
really liked me. There, I really felt I could act myself. It was an integral 
part of me to want to take care of others and to help people. Even 
then, I knew that whatever I would be doing in the future must 
involve working with others who needed help. It was natural for me, 
later on, to learn special education. On the other hand, I never could 
help myself. I was constantly neglecting myself and my own needs. 

In that hospitalization, I did not live in reality. It was like a game. I 
woke up in the morning and went to school to take my examinations. 
Afterwards, when it was time for my classmates to go home or to hang 
around with peers, I went back to the hospital. It was like being in a 
shelter, where no one could harm me. I felt protected. But actually, no 
one really interfered in my life, and I could continue going on my 
own self-endangering way. 

As for my physical condition, nothing changed during those 
weeks. The food in the hospital was terrible. The mere smell of food 
in a public place made me sick, so it was ridiculous to even contem- 
plate the idea that, in that place, with that horrible food, I would 
change and start gaining weight. As you can imagine, I lost more 
weight. This time, I had become so skinny that even I stopped seeing 
myself as too fat. But my obsession with losing weight was no longer 
related to how I really looked or how much I weighed. My condition 
didn’t improve, and even worsened. I started feeling bored and saw 
no reason to stay there any longer. I hated doctors and didn’t believe 
they could help. Against all advice, I took my things and left the 
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hospital. Failure number two. But was it my failure? The doctors’ 
failure? The triumph of anorexia? I could no longer be sure who was 
winning and who was losing. I didn’t know anymore what I wanted 
and what needed to be done. 

I was promised that the hospitalization would be short. I was 
always good at talking and at persuading others. So, I succeeded in 
convincing my parents and my therapists that there was no reason for 
me to stay at that hospital. I believe they also wanted to get rid of me. I 
was a strange creature, and they had no idea how to help me. So, I was 
allowed to leave the hospital and go back home. They recommended 
that I continue individual therapy as an out-patient of that depart- 
ment. I agreed, mainly because I thought it was the only way out. 

I came back home. My condition regressed more and more. 
Physically, I lost more weight and it became very difficult for me to 
eat. I was weak, and I did almost nothing. Emotionally, I was very 
depressed. I started wishing to die. For the first time, it was not a game 
anymore. I stopped feeling I was controlling things. The good feeling 
of losing weight had changed. I was really suffering. I was no longer 
attaining any good feelings out of my situation. I tried to avoid 
thinking about myself. I spent my time dreaming, sometimes halluci- 
nating. 

Again, the only productive thing I did during that time was write. 
My writings reflected my condition and started becoming obscure. 
Even I myself cannot definitely explain what I meant. I started using 
more and more third person and the masculine while writing about 
myself. Mainly I debated with others my right to die. I was occupied 
with death and dying. Death started looking like the best solution. I 
used to think of my death. See my funeral. Long for the time when I 
would no longer be alive. In my writings then, I referred to myself as 
someone else — he — but he was actually me. Was that a clue to the fact 
that I was trying to stop my sexual urges? Did I fear them? Or was it 
just craziness? I have no idea. 
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And he lies there 

And he is happy and sad 

He has to decide between life and death 

The doctor says: ‘I have to do what I was assigned to 
You might be able to make your family happy too’ 
‘Doctor, I’m a lost cause 

Leave me, turn your face away’ 

‘My patient, you should never give up life 

You have to stay with us and survive’ 

The patient then replies: ‘T will live there, in heaven 
I am on a path of no return’ 

‘Dear patient, what if you only try to survive? 

The miracle might bring you back to life’ 

And he answers: ‘I live and will live on medication 
Look at my family, they lost their patience’ 

‘Oh, patient, think again, maybe you are wrong 
Try and give life a chance, you might feel strong’ 
‘Oh, doctor, look, there is no law that exists 

The solution to my problem is not in your hands 
You know I rebel, reject, and resist...” 


My helplessness and depressed feelings were intensified by the fact 
that none of my therapies had helped me. I had the feeling that now 
my therapist at this second hospital had also given up and had no idea 
how to treat me. I said I wanted to stop coming to sessions, and, con- 
sequently, that treatment, like its predecessors, was terminated. I 
stopped this last therapy without sorrow, feeling that it wasn’t helpful 
anyhow. Yet I began asking myself: If all those professionals gave up 
on me, wasn't it a sign that I was ina very bad state? Was I a lost cause? 

I persuaded my parents that the hospital was not for me, and they 
suggested taking me to a psychologist in a private clinic while I lived 
at home. I liked this idea more than the thought of being hospitalized 
again, so I agreed to cooperate. I returned to live at home and started a 
new therapy process. 


8 


Is There Anyone 
Who Can Help Me? 


As I started private therapy, I agreed to the psychologist’s terms that 
while under her treatment I would receive regular psychiatric 
check-ups in a hospital (a different one). I had no choice, if I wanted 
to avoid hospitalization. I guess that this condition that she estab- 
lished stemmed not from her fear for my well-being, but rather from 
her desire to cover her tracks while treating someone whose life was 
at risk. This private treatment was, until Tammie, the longest therapy I 
ever had. She treated me for several years, and from time to time used 
to meet my parents as well. Most of the sessions focused on my family 
background. Believe me, my family background could occupy many 
therapies. Any therapist would appreciate finding such a rich history 
of suffering and pain: the family’s Holocaust survivors, history of 
avoiding problematic areas, and need to present themselves as a nice, 
good family and to hide their problems from others. 

At that time, I was very ambivalent toward my parents. In a way, I 
wanted to continue fighting with them. I thought they couldn’t un- 
derstand me, and would never understand me. I felt they had deserted 
me. I wanted them to worry, to understand that they didn’t treat me 
well. On the other hand, I wanted them to accept me and love me. I 
wanted their protection and their help. Emotionally, I was still a child. 
I desperately wanted to be able to see my parents as godlike figures, as 
role models, as the ones who knew best, as the ultimate authority. I 
was badly disappointed by the fact I could not see them that way. I 
was angry at them for not fulfilling my wish. I was angry at myself, 
for not being able to accept them as I thought I should. Thus, I was 
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confused and lonely, feeling like I was walking aimlessly in the 
darkness. 

I don’t think anyone can be helped by someone they don’t like. 
And I didn’t like my therapist. I hated those sessions. We talked about 
things, but I had this sensation of eating food that had already been 
chewed, or walking in very thick mud. My therapist was incessantly 
busy digging and digging, and that was so tedious. Maybe she was a 
good therapist — it’s hard for me to tell. But she certainly was not a 
creative one, in that she never seemed to try to change the style or the 
way in which we worked. It was so predictable and so useless! How 
could I be helped if I was bored — with myself, my stories, and my 
therapist? How could I change if I felt sick of just talking about it all 
over and over again? 

During the previous years, I often suffered from being sad, 
anxious, and lonely as accompaniments to my weight loss. Now, I 
could add clinical depression to my original problems. Yes, I could not 
hide that fact: Now that my condition had deteriorated, my depres- 
sion had become severe. I think the sessions were probably very de- 
pressive for my therapist as well. If I were a therapist, I would like to 
treat people by teaching them how to be happy and find delight, not 
how to become heavily involved with their sickness and sorrow. Also, 
I believe that some humor or interesting discussion might have 
helped at times. I know it is probably my depression that made me see 
the world in black, and made me criticize my therapist. I don’t want to 
sound as if I blame my therapist for my condition. She certainly didn’t 
cause my problems. I am also sure that she had the best intentions. 
However, I feel that she did not help me find a way out. We got 
nowhere. I saw no way out of the blackness. 

During that time, while I lived at home, my mother felt she had to 
do something to take care of my eating problems. At first, she tried to 
prepare my meals and watch me eat them, but we always ended up 
arguing about what I was eating. So, my grandmother, the one to 
whom I feel very close up to this day, offered to take responsibility for 
my meals. I did not want to eat. However, my grandmother was the 


88 / In and Out of Anorexia 


only person for whom I unambivalently and deeply cared. I didn't 
want her to worry or to become sick. I agreed to go to her house for 
some meals, which also enabled me to avoid having to listen to my 
mother’s begging and urging me to eat. My grandmother made me 
eat a little. She never argued or forced me to eat. She would serve me 
only the kinds of food I was willing to try (vegetables, cheese, diet 
foods). I began to eat only over at her house. We didn’t argue, and I 
was ready to cooperate, feeling that this was better than being forced 
to eat everything. I didn’t gain weight, and that satisfied me. But at 
that time, I stopped losing weight. I was not as stressed as before. 
Maybe that was a good starting point. 


9 
Meeting the Big Black Hole 


My First Attempt to Commit 
Suicide (Third Hospital) 


I was 18 years old. I had graduated high school with academic 
success. I have no idea how I succeeded in taking all those matricula- 
tion examinations. I was depressed, anxious, and very, very thin. I was 
weak, tired, and felt cold even in the middle of the summer. Still, 
preparing for those exams had been something productive to occupy 
me over the last years. Now school was over, and the tests were over. 
Because my condition had not improved after that brief hospitaliza- 
tion, I was persuaded to postpone my army enlistment. I didn’t want 
to go, but I also didn’t like the feeling of being different. All my class- 
mates were starting their army service. There I was, the only one who 
could not be drafted. I stayed at home, doing nothing all day long, 
every day, day after day. I had no more schoolwork to occupy me, no 
friends, no fun, and no real aims to look forward to. 

Suddenly, even more than before, my whole world seemed to be 
black and empty, and I felt so lost in the dark. I started feeling as if 
someone had emptied everything out that had been inside me. The 
world around me also seemed to be empty and vague. It was then that 
I started really seeing how my life was full of black holes. Some of 
those holes were ones I sought while trying to commit suicide. Some 
were those I felt I was thrown into by my therapists (all of them) by 
their digging, digging, and searching for nonexistent answers. 
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Experiencing my first attempt to commit suicide was my first real 
meeting with that black hole that had previously only been a 
metaphor, and which continued to accompany me for a long while in 
the future. It happened at the end of that summer after graduation. I 
had been going to the hospital for weekly check-ups for the four 
months since my discharge from the second hospital, and, because my 
condition showed no improvement, the psychiatrists wanted to hos- 
pitalize me again. The psychiatrists already understood that I might 
try to commit suicide. (Like so many professionals’ predictions for 
me, this one came true as well, in another self-fulfilling prophecy.) But 
this time, I refused to agree to be hospitalized. I was already 18 years 
old; therefore, I had the legal right to decide for myself, and they did 
not coerce me. So I stayed at home until that first suicide attempt. Did 
I really want to die? Was I doing it because they were expecting me 
to? Did I want to prove that I was not being helped? Was it a call for 
help? Did I want to test my own strength, to see how far I could go? 
Was it a game? I’m not sure that I took suicide seriously. I don’t 
believe that I considered all those explanations at the time. 

I was at home alone during the days, and I started to collect all 
kinds of pills. Many of them. One morning, as my mother left home 
to go to work, I swallowed all of the pills at once. I don’t think I 
thought of death. Surrounded by the image of my classmates who 
were living their lives as usual, serving their country in the army as all 
18-year-olds are expected to do in Israel, and comparing them to 
myself, I felt overwhelmingly alone, lonely, and helpless. I wanted 
time out. I wanted to be unseen. To see another world. To take time 
out and come back. 

I took all those pills together. After a few minutes, I felt dizzy. I 
went to lie down in bed. And then, I had a real black hole. I lost 
contact with time. I had no idea where I was or what was going on. I 
don’t remember anything about that day. As I was told later on, my 
mother came back home, and she thought I was asleep. For a long 
time, she didn’t do anything. Was that, again, her way of avoiding un- 
pleasant things? After a while she heard noises and entered the room. 
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It was when I started vomiting that my mother first realized that 
something was wrong. She took me to the shower. She turned on the 
water and washed me. She took me back to bed and I fell asleep and 
remember nothing. Then, my father came home and saw me, and im- 
mediately decided to take me to the hospital. Next thing I knew, I 
was opening my eyes in a hospital bed. That black hole I experienced 
was the total depression, the time-out from the world, being unseen, 
not feeling, not knowing who I was, where I was, and what would 
happen. I guess this time I really scared everyone. My parents decided 
that I could no longer be responsible for myself and that they had to 
take charge. They forced me to be hospitalized. 

I was still dizzy, and I felt very dry. I was receiving liquids intrave- 
nously and was not forced to eat. I didn’t want my parents to come 
and see me there. My psychiatric assessment at the time granted me 
with my third diagnosis: suicidal personality with depressive 
patterns. As I came back to my senses and stopped feeling so dizzy, I 
wrote this poem, referring to myself as ‘you’ and to everyone around 
me in the normal world as ‘they’ — my peers, my parents, my thera- 
pists, the doctors: 


You are descending while they are climbing up 

You are dreaming while they are doing, acting 

You are failing and they earn their success 

You keep losing and they are gaining and showing a happy face 
Something is going on in your world, not in theirs 

While your world is dying, theirs is blooming once again 
You only know, while they understand 

While you only look, they can look and see 

While you only think, they can see, view, and think 

You are only you, while they have become another 

While it is easy for them, you keep suffering and suffering 
It is so deep for you, and they are on the surface 

You are being called, but only they can answer 

It looks like the end, they are at the beginning 

Since you have changed, they have not 

You are sad, they are happy 
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The smile left your face, and moved to their faces 
You lost words, and they found them 
Since thats what you are, and they are others 


Well, I was 18 years old and already confronting my third hospital. 
Like the first two, this third one was also a general hospital. Appar- 
ently, my parents still didn’t think things were so bad. They refused to 
admit or to accept the fact that I was trying to commit suicide. 
Ignoring what they had been told by the hospital staff, my parents 
said, or believed, that it was only an accident. Instead of seeing the 
dangers of the present, they were still more concerned with avoiding 
the damage to my future that records of a psychiatric hospitalization 
could render. 

Once again, as I was moved to this third hospital, no one under- 
stood me. As always, I turned to find solace in my writing. Writing 
was a comfort. There, I could be myself and let out all my fears and 
expectations. I was very dramatic, seeing the world as completely di- 
chotomous, probably like most adolescents but to a greater extreme. 
When I read some of my writings now, I smile, but it was so serious 
for me then. I took myself very seriously: 


Young child — I miss you. Your sudden smile, the pain that is not 
familiar to you, the constant attempt to run and compete with 
yourself. The nonstop look for things you cannot afford. The 
wish to be an absolute organism in the universe, who controls but 
is not under control. You walk through life and life is dangerous 
for you. You can’t even see how dangerous it is. The vacuum that is 
being created under your obscure figure, is the only one that 
never leaves you. When did you lose your eyes, your ears? When 
did you stop tasting and smelling and noticing every little change 
around? When did you stop being smart and intelligent? Where 
did this anger come from? This heightening fear? This rebellion 
against life? The demand for meaning and answers? It seems, kid, 
that these questions will occupy your mind and your soul 
throughout all your life. There is no one but you who bears this 
kind of burden of questions and solutions. You will awaken for 
the day as if the light is so obscure. During the day you will be 
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escorted by your insides, drives, and internal world, by yourself. 
As night comes, you feel as if you still haven’t done enough. You 
feel you have to look at your life and learn from it, and stop it. You 
occupied yourself with checking and rechecking yourself again 
and again. Enough. Choose, child, a flower. A flower without a 
thorn that could cut your face. Choose, child, a flower. A flower 
with a fragrance. And a fragrance that also has a taste. And a taste 
that brings relaxation and a smile to your face, that can erase the 
sadness in your eyes. Take a flower, kid. It’s yours. From 
childhood to adulthood. Take it and hold it tightly. Always here, 
in the spring of your life. Be successful, stay well. Amen! 


As can be seen, I was, again, talking to myself as ‘you’ (in the Hebrew 
masculine). I was trying to give myself instructions to change. I 
already realized that I had wasted my life, and that I shouldn’t 
continue along that same path. I wanted things to be better. I wanted 
to smile, I wanted to enjoy flowers. I wanted to — but I couldn't. I 
could find no joy, fun, or happiness in my life. 

My feelings at that time, right after my attempt to commit suicide, 
could also be demonstrated in my drawing (illustration 11) called To 
Fly Far Away. | wanted to soar away from there, to cease existing as I 
had. To stop the pain, to stop the sorrow. To fly away to a better place. 
I am not sure if I meant to die, or to try to find a better world with 
better understanding. Certainly I wished to be elsewhere, not in my 
regular environment. As can be seen, I was depressed, but it was a 
different kind of depression. I saw my world as bad, black, and 
lacking meaning. But I believed another world existed. A better one, 
where flowers, hope, and love could be found. I did not really want to 
die. I wanted to live better. I was just not sure where or how I could 
find this better world, and, sometimes, death seemed to be the 
solution. 

After I came back to my senses and was no longer groggy, I refused 
to eat. As a result, I was fed through a nasal tube and gained a few 
pounds. At that time, I was 5 feet 6 inches tall and weighed about 97 
pounds, which was 26 pounds less than I was before I started dieting, 
but a little more than I had been several weeks earlier. I was fed nasally 
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Illustration 11 To Fly Far Away 


for a few days before I was moved to food. It was then that the 
hospital staff started calculating my caloric intake and selecting 
high-calorie foods for my diet. That frightened me more than any 
previous diet regimen. As they calculated calories and used a food 
scale, so did I, but for the opposite purpose. Now, I had something 
new to work on and become obsessed with: calories. No one related 
to my mind or my soul. Food was only an external symptom, but it 
became the goal of those therapists. 

My parents were not allowed to visit me. It took my parents two 
weeks before they asked for special permission to come and see me. I 
stayed in that psychosomatic department of the general hospital for 
four months. During that stay, I only visited home twice for a few 
hours each time. Each time I went home, I collected pills, knives, 
sharp objects, etc. to damage myself, so they decided to stop my home 
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visits. I was not permitted to go home for weekends — something that 
other patients were permitted to do. 

The staff were very nice to me. The supervisor, teachers, and nurses 
were all trying to be understanding and to express affection, but I was 
scared of the world. I wanted to change but was afraid of changing. I 
wanted to let people in, felt I needed them, but couldn't. So, I built up 
a high wall, and no one could get through. Everyone saw me as a trou- 
blemaker, as someone who was fighting the world and trying to make 
things difficult. Actually, I was a frightened little child, but no one 
saw the scared little girl in me. All they saw was the manipulative 
teenager who tricked them, was very dangerous, and could damage 
the environment and herself. All the while, I was longing for 
attention, warmth, love, and caring. I needed protection. I felt more 
and more lonely. The worse my feelings became, the more I thought it 
was a sign that I was really bad and that no one would ever be able to 
help me. I blamed everyone for not giving me love and affection, but 
the truth is that I don’t think I let anyone love me. I was not in a 
position to accept love. I did not think I was worthy of love. So, there I 
was, wanting hugs and empathy but receiving pain-inducing needles 
and injections, and remaining unable to enjoy or connect to the 
warmth the staff expressed toward me. 

Illustration 12, of faces, is called The Shadows. Everyone seemed 
like a shadow to me — meaning that they weren’t real people to me. I 
did not really feel them or relate to them. I was not aware of their par- 
ticular personalities or emotions. They all seemed the same. Each one 
was just another face nearby, treating me, looking for me, ordering me 
around. 

Ican still recall from those days my fear of the long dark corridors. 
I was constantly being taken for another check-up, another examina- 
tion. I remember the endless corridor, with many suffering people on 
its sides, shouting and yawning, people crying for help, and me 
walking between nurses, powerless, as I was led to more and more ex- 
aminations. Neverending examinations. 


96 / In and Out of Anorexia 


Illustration 12 The Shadows 


The department itself did not look like a hospital. We were allowed to 
wear our own clothes, not hospital gowns, and the beds were regular 
furniture, suiting teenagers. But the doors were locked, and one had 
to buzz to open them. There was a painted line on the floor near the 
head of the department’s rooms, and we were not allowed to step over 
it. We were three to four girls in a room. Those who were in better 
condition could go out and spend an hour alone. But I was not 
allowed to. 

There was a fixed daily routine. School during the morning, group 
session and therapy session during the afternoon, and family 
meetings once or twice a week. I spent most of the time in the lobby 
or in my room. The other girls were very different from me. There I 
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first met girls from a very low socioeconomic status. I also met 
anorexic boys, and some with other psychosomatic problems. I got 
along with the other girls but never got close to them. We had 
nothing in common to talk about. They were different from me. 
There I met a religious girl, and I was shocked. One of my miscon- 
ceptions was that these kinds of things cannot happen among people 
who believe in God. Religious people, to me, seemed to be good 
people. God loves them, so how could they become sick? Only later 
did I realize that there are no rules. Sickness is not a punishment and 
therefore can affect good or bad people. 

There was a kind of competition between the girls. Everyone 
wanted the others to recover, but for herself to stay thin and sick. The 
worst thing was knowing that I was always being looked at. I was 
never left alone, always under supervision. Everything I did was 
being watched. It was hard to hide, vomit, or get rid of food. Still, I 
succeeded in not gaining weight. I had no time for myself. And I was 
concentrating too much on myself and my sickness. Living from one 
minute to the next. 

I was afraid that someone would take my pen and papers away. So, 
I used to hide them, and draw and write secretly. In illustration 13, I 
drew a tree, with people as a part of it. There are three people in it, or 
around it. They look like monsters — very thin monsters. That’s how 
we all looked. I called this drawing The Tree of Life, but it actually 
looked like the tree of death. 

I wrote a lot during that hospitalization. I was 18, hated my world, 
and was looking for answers. This next piece of writing depicts the 
split I felt inside me. ‘Me’, ‘her’, and ‘you’ all referred to myself. 
Inside, I was split between the bad and good parts of me, between the 
part that wanted to die and the one that wanted to live. I was not sure 
who I was, and I was so confused: 
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Illustration 13 The Tree of Life 


I do not know why 

She just doesn't understand 

Why is she going in the opposite direction from me? 
Her steps pull mine 

And I move backward 

The end is so far 

The light 

I dont know why 

She just doesn't understand 

But I am failing with her 

I don't succeed as well 

I have tried again and again, nothing changes 
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She doesnt give up 

I don't know why she just doesnt understand 
Not always hearing 

Never listening 

Never understanding 

Sometimes doesn't see 

Never looking 

Not always wanting 

I never know what she means 

Not always forward 

Never to continue 

It ts so hard to know, understand, listen, see, hear, look 
When you are alone 

You need power which is like yours 

A bird that can understand your soul 

It is impossible like that — just to understand, 
To push me in the right direction 

Not toward the darkness — toward the light 
I am just being pushed and I wish to know where to 
I don't know why she doesnt understand 
And I 

For better and for worse 

Follow her 


I secretly listened to the staff discussions, and I heard the way they 
diagnosed me. They said I was very sick. I agreed, and I think this 
gave me legitimacy to be really sick. I decided that if I was so sick, 
then I could give up. I could act like a crazy person, I could be schizo- 
phrenic, and I wouldn’t have to try to cope any longer. 

I think the doctors were confused by me, as can be seen by the 
various diagnoses I received. One thought me to be mainly anorexic, 
another saw me as depressive personality, the third one thought I was 
a borderline personality, and the fourth was impressed mainly by my 
self-destructiveness and suicidal behavior. The fifth was sure I was 
schizophrenic. If they could not agree on who I was, how could I, a 
young girl, confused and powerless, know who I was? I think they 
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often tried things out on me, without really knowing what to do or 
what would be effective, and without success. Every failure for me 
was a new sign of how bad I was, how hopeless my condition was. 
Meanwhile, it was like I was doing an internship in psychiatry. I 
learned the different diagnoses. I learned how each of them should 
behave, and, believe me, I was intelligent. And I had also grown up 
believing that others knew who I was better than I ever would. So, 
when I was called borderline, I could be one. And if they said I was 
schizophrenic, I was really sure that diagnosis fit me. 

There in that hospital I was really sick. I felt sick, I acted sick, and, 
as I felt I could lose no more weight, because there was nothing more 
to lose, I became more and more confused. Perhaps the medication 
contributed to my feeling of being remote and light-headed because I 
was receiving so much. I started being mentally sick. I produced fears, 
delusions, illusions, and self-destructive behavior. I say ‘produced’, 
but I don’t think I understood that I was doing it on purpose. This is 
my understanding now of what happened then: in order to stay sick 
and fit my diagnoses, in order to give the doctors the symptoms they 
were seeking, I reported and showed them. When they asked if I 
heard voices, I heard them. I really believed I was psychotic until 
Tammie redefined those voices and helped me understand that it’s 
completely normal for people to talk to themselves. What I’d been 
hearing was myself; it was my own voice and thoughts. There was 
nobody I could talk to, so I talked with myself. It took me many years 
to understand that the self-talk I experienced was not only very 
normal but could even be an important coping skill rather than a 
symptom of illness. 

Hearing voices was a very simple solution to the split I felt inside. 
Okay, so I was hearing voices. It was easier, in a way, to throw the 
blame for my predicament onto others. Then it wouldn’t be my re- 
sponsibility; it would be the fault of those voices who told me to do 
things. When people were angry at me for not eating, for not socializ- 
ing, for trying to kill myself, I could say: ‘Hey, it’s not my fault. I was 
told to do that. I have to listen. I have to obey!’ The ‘he’ to which I 
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would refer, when writing about my drives and urges, grew bigger 
and took on the form of voices ordering me around. No therapist 
then questioned whether this presence was or was not real. Nobody 
suggested that perhaps there was no one inside of me but myself. 
That, actually, I was debating with myself, having self-dialogues. 
That it was not psychosis, but rather a kind of self-talk. On the other 
hand, maybe these dialogues were a big factor that helped me get 
through my ordeal. The fact that I was debating meant that I was not 
completely sure I wanted to die. I was not giving up but, rather, was 
still arguing with myself. But no one offered these alternative ideas to 
me at the time, and I myself thought about it differently only much 
later in my sessions with Tammie. 

With the voices I heard, I also started visualizing. I saw images. 
Those images were not clear, but they were surrounding me, ordering 
me to be sick, and thus reinforcing my wish to behave as a sick 
person, the way they expected me to. I think I was afraid to admit that 
I didn’t want to recover and that I wanted to die; therefore, I con- 
structed those voices and images to tell me to die. My fears magnified. 
All of the fears that I would suffer from later on were beginning to 
grow: fear of the dark, fear of being alone, fear of harming others, 
fear of others looking at me, fears and more fears... 

I saw myself as being in the middle of an intersection. Fearing to 
take one direction, because it might be the very wrong one. Hesi- 
tating between the different roads, and, therefore, staying stuck in the 
middle where it was so dangerous, with all the cars coming toward me 
at rapid speed. What characterized this period for me the most was 
darkness, confusion, doubt, and terror. 

With the fears, I started developing stomach aches. They didn’t 
know what was wrong with me and wanted to refer me for what was 
to be my first-ever gynecological examination. I was frightened by 
the idea that some doctor would check my female organs. I was 
ashamed and scared, and I resisted the referral. They insisted that I go 
to the gynecological department. I refused and cried. There was no 
one to accompany me, reassure me, help me understand that it would 
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not be painful and that no harm could come of an examination. After I 
refused to be examined, the hospital announced that they could no 
longer be responsible for me. Due to my lack of cooperation, there 
was nothing more they could do for me. I was told that this hospital 
was not a psychiatric one but a general one, and that my condition 
was too problematic to continue being treated there. They thought 
my condition necessitated a closed unit in a psychiatric hospital. 

The regional child psychiatrist saw me then, and she told my 
parents that they must take me immediately to be admitted into a psy- 
chiatric hospital. If not, I would be hospitalized by force, under legal 
order. It was Friday. I wanted to spend the weekend at home, but I was 
not allowed. My parents, concerned that I might be taken by force, 
rushed me up to the regional psychiatric hospital. They did not try to 
question or rebel this decision. They just did it. It was not easy for 
them. My mother cried. But they did it. 


IO 


In the Cuckoo's Nest 
Behind Closed Doors 


In all the movies and books, 18 years of age is a time for romance, 
love, joy, parties, and laughs. I was a little more than 18 and was 
spending my life in hospitals. This time, in the fourth hospital, I'd 
ended up in a place for really crazy people. I understood at the time 
that my parents were being compelled to admit me, under the threat 
of hospitalization by force, by law, without asking my consent. But I 
was still very angry. No one asked me what I wanted, what I needed, 
where I thought I should be. I was sent over there like a package being 
delivered. 

All the way to the hospital we were quiet. No one could really 
digest the situation. Much later, in family therapy with Tammie, we 
talked about what it had been like for my parents to put me in that 
place, how they had felt. It was terrible for them as well. They were 
ashamed. They finally understood what a terrible state I was in, and 
they were helpless. At the time, we never talked about it. They just 
complied and said nothing. And I kept quiet, as always. 

Not only was I excluded from the decision making, but I was also 
kept in the dark as to what was going on and what to expect. I never 
got any explanation about where I was going and what it would be 
like there. Having never been to a psychiatric hospital before, all I 
knew was gleaned from frightening movies and stories. And it ended 
up that the hospital they sent me to was one of the worst. A facility for 
chronic cases. Among professionals, it is considered one of the most 
difficult institutions. It seems that no one had taken the time to 
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consider what an impact that experience would have on me or to plan 
my hospitalization in a more appropriate hospital that took my own 
needs and best interests into account. 

The first image I recall is when we stopped the car at the entrance. 
A man was being constrained. I was shocked, and so were my parents. 
My feelings upon arrival are evident in my drawing (illustration 14) 
called A Dog's Life. | drew a black dog under a tree, with a couple 
bones nearby, and labeled it ‘Me’. I felt like a dog, I was being treated 
like a dog, and I saw nothing good waiting for me in the future. 
As Tammie and I were writing this part of the book today, my mother 
called. She was minding my son, Or, while we were working. I asked 
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her how Or, then four months of age, was doing. My mother replied 
that she and Or were having a conversation. I asked her to mimic to 
me how he was expressing himself to her. Then I found myself 
imploring her to let him say anything and everything he wanted. I 
told her: ‘Just remember that he’s only four months old and can’t 
really speak yet.’ I asked my mother not to let Or bottle anything up 
inside: ‘Let him pour his chest out.’ I guess this is important for me 
because, during the most significant period in my life, throughout my 
entire childhood and adolescence, no one talked to me about what I 
really felt, and I said nothing. Emotions, fears, doubts, and pain were 
all left inside untouched, and this is something I do not want my child 
to experience. I wonder if in my new family, we will be able to talk 
about everything, share fears and maybe tears, and hug each other 
and lean on each other in a way that fits each of us, our true internal 
needs. Wouldn't it be easier for all of us that way? I think of how very 
painful my admission to the psychiatric hospital was for me and for 
my parents, but no one admitted it aloud — and again I felt alone and 
lonely in my experience. When I asked my mother over the phone 
today to let Or say anything he wants so he won’t keep things inside, 
she asked me if this sentence belongs to me or to Tammie. I don’t 
know. I know I can talk things out now. I have learned to, and I want 
my son to be able to do it. When I started being able to talk, I could 
stop writing. But that was much later. 

Getting back to that terrible psychiatric hospital, my parents 
admitted me and left me there. I was left all alone in a room, and I was 
really scared. I remember the small room, with one bed and a small 
barred window that faced the nurses’ room. I really felt like I was in 
the cuckoo’s nest. Here I was, a teenager, and the youngest patient in 
that hospital was about ten years older than I was. Most of the people 
there were my parents’ and grandparents’ age. 

Typically, the more difficult my situation was, the more I used to 
draw and write. I want to share here two drawings from that time: 
Isolation and The End. In Isolation (illustration 15), I saw myself in a 
closed room, sitting between two huge, frightening faces. Only 
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through a thick barred window could I see the world, with its sunny 
day and free, flying bird. The world inside that room was a different 
one, horrible and closing in on me. In the next drawing, The End 
(illustration 16), I wanted to stop the suffering. (‘Stop the suffering’ is 
written on the hand.) Far away, inside the fingers, there were flowers, 
a little house, girls, a tearing eye, and the sun. But all those were 
distant. Close by there was only pain. 

If I had to be assessed after that hospitalization, probably the best 
diagnosis could be post-traumatic stress disorder. My experience 
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A. 


Illustration 16 The End 


there was truly traumatic. Nevertheless, as it turned out, that very 
traumatic experience was the only thing that woke me up and made 
me find myself again. I realized that I had to prove to everyone that I 
wasn't sick. I had to show that I didn’t belong there. I, therefore, 
collected my greatest strengths and skills together. For the first time 
ever, I tried to fight for myself. And for the first time after a long 
period, I started acting normally again. 

When I first arrived, the admitting psychiatrist read the report I'd 
brought with me. He told me that he’d been asked to place me in a 
closed, locked unit. He hesitated for a while and then said that he 
could not do that to me. He said that he was sure I did not belong in 
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such a unit. He also said that he felt terrible about the idea of placing 
me in a closed unit. Instead, he decided to place me in an intensive 
care unit adjacent to the nurses, where I could always be watched. I 
didn’t even feel grateful. I was so shocked that I felt nothing, indiffer- 
ent. Everything seemed to me like a nightmare. I was waiting to wake 
up. 

I stayed at that hospital for a month. The most terrible month in 
my life. The longest month I’ve ever experienced. The atmosphere 
there was passive, depressive, and lifeless. There was no communica- 
tion between the people. Everyone was busy with themselves, and, if 
they did talk, it was only to themselves. I could only communicate 
with my parents and the nurses. 

When I compared my situation to all those people’s, I didn’t know 
if I should laugh or cry. They all moved very slowly, probably stoned 
out on the psychiatric medication. They didn’t talk clearly. Most of 
them never knew another home. They were chronic patients who 
were afraid to leave the hospital. They felt safe and protected there. 
Compared to them, I was very vibrant, very healthy, and very happy. 

This hospital was the second which replied to Tammie’s request 
for information. They diagnosed me as a borderline personality with 
a secondary diagnosis of depression. I wasn’t really treated at that 
hospital. They held an occasional individual discussion with me. 
They tried to find out more about my condition. Sometimes, I partici- 
pated in a group discussion in which I was not active. That was the 
only hospital where I felt and acted healthy. I wasn’t ready to play the 
game anymore. There, I stopped comparing myself to normal people 
in a normal environment. When I compared myself with those very 
sick patients, who live inside closed doors, for the first time in my life, 
I felt healthy. I continued taking the medication they prescribed, and I 
started eating because I wanted out. I became really healthy and 
normal there. The psychiatrist, as well, thought I was too normal to 
stay there, and recommended that I leave the hospital. For once, we all 
had the same evaluation of my condition. 
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Happier than ever, I left the hospital. Although coming back home 
had been my fantasy during that long month, I found myself terrified 
of returning home to be among normal people. In fact, I only stayed 
home for two weeks. The dream had been a happy one while I was out 
of my house. Once I came home, it wasn’t that easy. I discovered that I 
was afraid of being at home. At home, I started therapy with a new 
therapist. This time, it was the head of the psychiatric youth depart- 
ment in a different, fifth hospital. She tried to help me talk about my 
problems and understand their sources. We were digging deep into 
my past and my problems. It was like falling from the sky. After a 
period of being happy, feeling strong and healthy, playing the normal 
person in the previous hospital, I felt sick again. Always talking about 
being sick, sick, sick. 

Through therapy, she persuaded me to be hospitalized in her hos- 
pital’s youth department, believing that my situation was bad and I 
needed intensive help to improve. I felt I no longer knew what was 
good for me or what was true. I let her convince me. My parents were 
not sure that hospitalization was the solution, but they didn’t argue. 
They let things happen without really interfering. 

Being among normal people, being with my family, and needing 
to cope with a normal life scared me. Comparing myself now with 
normal people again made me feel sick once more. For the first time, I 
was happy to be considered a psychiatric patient. I was happy to agree 
to the hospitalization. 


Fifth Hospital 


Will I Ever Be Normal? 


I cannot remember the first few days at this fifth hospital. It’s as if 
someone erased that first week from my memory. 

In previous hospitalizations, my parents were prohibited from 
staying with me during the first weeks. According to what they told 
me later, this time they were asked to accompany me and remain with 
me 24 hours a day for the first days to avoid the shock of being hospi- 
talized in a psychiatric hospital. It was the longest of my hospitaliza- 
tions — I stayed there for eight months. 

In the department, there were adolescents aged 12 to 22, boys and 
girls together. What characterized those kids most of all was the 
feeling of being miserable and the atmosphere of sickness. No one 
could see a light at the end of the tunnel. It had the feeling of some 
chronic, static disease. Nothing changing, nothing optimistic — as if 
we were asked to accept the idea of being sick and learn to live with it. 
I felt again that I'd received a license to be sick and needed to behave 
like a sick person. If I felt healthy in the previous hospital, I certainly 
felt sick in this one. There was no outside world, no healthy society — 
we were completely disconnected from the real world. Inside was 
sickness and just sickness. Maybe this was the reason why I stayed 
there for such a long time. Eight months is almost a whole year. A year 
that, outside, could be full of joy, happiness, youthful experiences, ex- 
citement. But in that place, there was nothing. The time came when I 
no longer believed that I would ever be able to live outside the 
hospital, without treatment, without being taking care of. 
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The staff were angry at me for not socializing with the other 
youths. They blamed me for isolating myself and for keeping myself 
busy with my writing. They used to take away my papers and pen. I 
hid little pieces of paper, and I would write at night, in the dark, and 
hide my work under the mattress: 


I asked her: ‘Why?’ 

She said: ‘Just accept it, its from heaven’ 
That is God's will 

And I closed my eyes. 

I asked Him: ‘Why?’ 

And He said to me: ‘Stop it. This ts destiny. 
This is the choice that remains’ 

And I closed my eyes again 

I asked them: ‘Why?’ 

And they told me: ‘Stop. It’s luck’ 

Its how you were born’ 

And all by themselves my eyes shut 

I asked myself why 

And I could not answer 

I tried to open my eyes 

I opened one halfway, the other was afraid to look 
One tear, and even two 

Streamed down on my face 

Nice pleasant views 

And in front of them the difficult, the bad one, the terrifying 
One...and two 

I closed my eyes and reopened them 

I thought something would change 

But the change was only in me 

I knew! I’m not sure I understood 

I heard. I'm not sure I listened. 

I sensed. I’m not sure I felt. 

But I tried. 

Big confusion, tremendous chaos 

Inside and outside 

A sharp, tearing pain, never stopping 
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One eye shuts. The other tries 

A tear or two to express what was left 
And then the two are shut 

I moved a little 

I wanted to make sure 

That I could see, really see 

Yes. The eye. 


And I wrote and wrote. It was my only relief. The paper understood 
me, never criticized me, never blamed me: 


Fear of life...anxiety...fear of death...I was just a lonely person. 
In my heart, my broken heart. With pain, and sorrow. Listen to the 
voice, the voice which is quiet now, a far away memory...a dream, 
half hoping, half looking for promises... 


I met death. He was wearing a strange face. 


He came suddenly, without warning. He came and asked me to 
join him...I knew death was the loss of power...maybe nothing 
was left of me...I know that if I cried I'd be left behind. ..I had to 
run, I had no strength... 


I've always been turned from a friend into an enemy. Did I not 
fight enough? I knew coping should be wonderful. I had no 
strength for that. If I learn to live, when treatment comes to an 
end...will I get a diploma for being able to cope with life — with 
all its power? Its strength? 


It is so difficult...it hurts...I think I...do I want to live? Maybe I 
do...please do not leav me, I will try...I want to learn more. 


At that hospital as well, I felt different from all the other patients. 
Most of the adolescents there were of a lower socioeconomic status. 
Most of them were younger than I was. They were still attending high 
school, while I had already graduated. I had the feeling that I needed 
to step down lower in order to communicate with them. It sounds 
very arrogant, but no one could speak my language. I had to learn 
street language, slang, and a different style of life and thinking. Now! 
think that learning about other people, another way of life, and 
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another class, expanded my experience and enriched me. Without 
that hospitalization, I don’t think I would ever have been able to 
learn to interact with so many people. We learned from each other, 
imitating each other’s behavior. The way I exhibited my illness was 
certainly something I learned from them. 

So, all along, my closest friend continued to be paper. My writings 
and drawings were the only outlet for me to actually reveal my real 
language and style, without criticism. So, I wrote and wrote, and by 
covering hundreds of pages I gained some sense of relief. In the 
following, I wrote about my hatred for that place, its white walls, its 
smell of medications: 


And he lies there, between white walls 

It is so quiet that it shouts, it is burning 

He looks aside, he looks back, but never finds anything, not even a 
slight clue 

Looking at the corners, maybe there — some hopes — but no 

He sees a little hole in the wall, connecting with that in 

The heart, burning, not pleasant, threatening to disconnect, to tear, to 
cut, 

He lies there, expecting 

Who, or what? 

Expecting for it to come, for it to arrive, for it to appear 

He hears the noise of a window which opens, an old door 

So monotonous, no beginning, no middle, no end 

No reason, no feelings, just 

From time to time hears the sounds of a step, one forward, two back 

Unidentified step, 

It is their step, theirs, not yours 

He lies there, waiting, when it arrives 

For whom, or for what 

He then decides to get up 

Oh, Oh 

Things look different 

The view 1s different 

He sits, and gets up, tries to understand, wishes to change 
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And runs away and you, you there, up there 
Answer him, give him an explanation or an answer 
Let him be, at last, relaxed 

Whether he lies down, sits or stands 

Give him the right to live, forever and ever 

Forever and never and ever 


During the first months in this long hospitalization, when I refused 
food, the staff would connect me to a nasal tube and/or to intrave- 
nous liquids, so I would receive nourishment without eating. Thus, 
with the eating arena eliminated, other behaviors took on more sig- 
nificance to replace food. I began harming myself and received the 
diagnosis of a self-destructive person. I could not fight it. In Rome, 
one needs to act as the Romans do. In psychiatric hospitals, people are 
crazy and try to kill themselves. So, I joined the club and constantly 
tried to kill myself. From time to time, I was allowed to visit home for 
the weekends. When visiting home one time, I collected all kinds of 
pills and swallowed them. My parents noticed that I became lethargic 
and realized I was trying to commit suicide. They took me to a regular 
hospital to pump my stomach, and I slept for three days and nights. 
Other times, when I was stressed out or depressed, I used to cut myself 
using a knife, a piece of glass, or other sharp things I’d found and 
secretly hidden away. Usually I was caught afterwards, and the things 
were taken from me, so I immediately began collecting new ones. It 
seems as if, throughout this entire period of time, I was focused on 
trying to discover chance after chance to harm myself, to lose weight, 
and die. That kept me busy all day long. 

Each day at that hospital looked like the one before, and I fell into 
the routine. After a while, when I could not stand the intravenous 
liquids anymore, I agreed to eat. At mealtime, I had to eat because we 
were under close supervision, and there was no way of getting rid of 
the food. After breakfast, we were required to participate in a recre- 
ational activity. For months, I refused to participate and would not go 
until I was physically forced. This may seem ironic, because I was a 
very creative person who loved painting, sculpture, and writing. But 
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they expected me to weave rugs and do all kinds of senseless, stupid, 
dull crafts. Sometimes I was taken to the hospital school, just because 
they did not want me to sit around doing nothing all day long. 
However, the level of material taught was very low, and I found no 
challenge there either. After lunch, there were treatments, mainly in- 
dividual psychological treatment or group therapy, and then we had 
free time until dinner. 

I lost track of time. When you live in a closed world with no chal- 
lenges, no changes, and no demands, you soon get used to it. You start 
being instead of living, existing instead of fighting. I felt I was riding 
a train that was racing downhill. My condition, at least my emotional 
condition, constantly deteriorated. When I think about it now, I can’t 
understand how I did nothing during every day, day after day. 

During all that time, I had no connections with friends outside of 
the hospital. Most of my age group was in the army, and I had never 
been a very social type outside. I had only one friend from my high 
school with whom I maintained close contact (and we are still friends 
today). Hence, my social interactions revolved around the other 
patients. 

Some of the other youngsters’ problems really touched me and, 
like always, I tried to help them. I always could help others more than 
I could help myself. I used to listen and give them support. The ones I 
could relate to were youngsters who didn’t have a chronic condition 
but who'd been put there temporarily, like me. As with me, if you saw 
them on the outside, you'd think they were normal (if there is such a 
thing). One boy was hospitalized because of post-traumatic stress 
disorder, which he’d developed while in the army. He was a very 
nice-looking person, but was always quiet and never spoke with the 
others. He was miserable, and I had the feeling that he didn’t deserve 
the suffering he was experiencing. He looked like a regular guy on 
the street who'd been put there by a streak of bad luck. One girl had 
an obsessive-compulsive disorder and was particularly anxious. 
Another girl who had a reactive depression after her mother’s death 
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was like a catatonic person when hospitalized, but she soon 
recovered and left. 

The worst experience of all, back then, was being isolated. I 
suffered this degradation twice. Once, when I refused to eat and tried 
to harm myself, I was constrained to a bed in an isolated room, and 
they gave me a nasal tube to get some nourishment into me. For two 
days, I was unable to move — my hands, legs, and head were tied 
down. The only way the staff could hear me was if I yelled, but I’m 
not the type of person who shouts. I wasn’t allowed to get down to go 
the bathroom, but I couldn’t stand the idea of emptying myself in 
bed. I couldn’t relax and was under so much stress that they gave me 
an injection to calm me down. It mostly made me sleep. Time halted. 
When I was more alert, I counted the minutes until I’d be free. 

I remember when they let my parents come and visit me in 
isolation. My mother came in and was shocked and angry. She cried, 
but she never talked to me— she couldn’t share her feelings or support 
me. I couldn’t stand her being there. Immediately after they released 
the constraints, I wrote: 


The flowers in my room died 
Sad, and lonely 

No light reaches them 

Not even a ray of sun 

They are lonely 

Entirely alone 

They are just like me 
Almost the same — 

Almost dead 

And by the end — me too 
There is no why, there is just because 
It happens 

Never say anything 

All in their heart 

Then it will blow over 

And so will I 


Fifth Hospital / 117 


The second time I spent in isolation did not involve physical con- 
straints. I was not behaving as I should. I wouldn’t participate in all 
those wearisome, stupid activities. I continued reporting hearing 
voices and a wish to harm myself. Therefore, out of concern for me, 
they placed me in an isolated room. There was only a bed and a small 
window in that empty room. I had nothing with me — they’d taken 
my watch. I learned to identify the time of day according to the light 
entering through the window. I became sicker and sicker during 
those ten days. 

It came to a point where I felt that I could no longer live in 
hospitals. It seemed to me that I was never really living. I was being 
treated, I was on medication, I used to fight with those who wanted to 
save me — but I had no time to live. I used to think it was not up to me 
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to make decisions. I believed in destiny. I felt it was my destiny to 
suffer. Someone bigger and stronger than me had decided that this 
was the kind of life that I must live. How could I fight such a power? 
My drawings during those long, unending days in the youth psychi- 
atric department illustrate my belief in an external force that made 
decisions for me. In The Destiny of Life (illustration 17), I drew a prone 
dead female figure. Life went on for the sun (albeit a black one, as 
usual) and for the tree; yet it was my destiny to die. I was not destined 
to have a normal life. Whether it was me who cried or others who 
cried for me, Iam not sure, but there are drops of tears in the air above 
the tree. 


Illustration 18 Farewell 
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Yet it was hard for me to leave life, and I drew this dramatically in 
Farewell (illustration 18) from the same time. This drawing depicted a 
second female figure, waving and saying goodbye to the dead figure 
lying there. I am unsure if I was portraying the two different parts 
within me (one who still wanted to live and the other who wished for 
death), or if the parting figure was someone else. This time, the 
figures have faces. 

Friday nights were the worst. I knew, that outside, somewhere in 
the world, people were having their Friday night, Sabbath eve meal 
together. Youngsters my age were getting ready to go out, to have fun. 
Whereas, for me, it was just like any other endless, monotonous day: 


Friday evening 

It is twilight 

Another week has passed and gone 

Many views, signs, and expectations have passed between the two eyes 
And he never stops seeing, anxious, doubly fearing 

Everything has gone, passed, gone away 

As if suddenly over 

Sitting there alone, so pure, so innocent 

Only a kid, God, only a kid! 

No, he is not winning. He keeps losing. Losing life, losing the world 
You let him stay alive — but inside he is dead 

You gave him the opportunity to laugh, but he is so sad 

You never hit him, but he is in such pain 

Maybe for others it is easy, but for him — it is so heavy 

And sad, sorry God, for only He cries 

A rain of tears, a storm of emotions, a lightning of hopes, 
Thunderstorm of facts 

They all come together in that darkness 

Inside storm, very personal. Against all realities. Refusing to explode. 
It ts not time yet. 

One movement joins the music that ts finished for others and 
Remains his for eternity, only his 

The kid wants, tries, is punished, and tries again, fights, but fails 
Keeps trying, keeps walking 
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The kid loves, but doesnt touch life 
Disappointed by reality, he doesn't know 

He ts crying again 

God, do You hear? 

God, do You see? 

God, do You feel? 

Why don't You answer? 

Why do You leave him there alone with all those questions? 
Why he is so lonely, with no answers? 

Why is he so frightened by emotions? 

Why he is overwhelmed with facts? 

Why did You pick a flower that ts already dead? 
Why, God? Why? 

Friday evening 

It is late 

The feeling starts and never ends 

This is how it is for him — the kid 

Only a kid. 


Part of my treatment was under the responsibility of a nurse therapist 
who was assigned to me. She invited me to have personal talks, and 
she was in charge of my behavioral schedule — assignments, chal- 
lenges, token economy. Then there were the psychologist and the 
psychiatrist with whom I had individual sessions. More digging into 
my head, into my past and my illness. I think they all had the wrong 
view of what a good client is; they wanted someone ready to share, 
talk, and discuss all the bullshit. But when a person is under such 
stress, I really believe that delving into their sorrow isn’t the best 
route. Also, they assumed that recovering would emerge after com- 
prehensively examining each piece of my existing shit. I believed that 
shit was something dirty that should be thrown away, so why dig into 
it and peck away at it? Every time I talked about some shit, they were 
so pleased with me. They celebrated every bad thing I found to say 
about memories or my parents. It seems as if they were happy when I 
was behaving sick and stupid. No one treated me as a person, that is to 
say, as a normal person. Nobody tried to enlist my positive strengths. 
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Any signs of normalcy were viewed as rejection or objection on my 
part. Treatment thus strengthened the illness. I was obsessed — well, 
they were obsessed — with searching my early years for problems at 
the root of my sickness and with fine tuning my diagnosis. Together, 
we tried to create a creature who was supposed to be me, who could 
fit all the diagnoses. But was I only sick? Was there no healthy part 
within me? No future for me? No outside world, with new opportu- 
nities? I was bored with delving inside my shitty self, a process I saw 
as never-ending. I was sick and tired of all that ill language — the 
kinds of words and colors in our conversations that were all symbols 
of illness. And when all you can see is sickness, all you can do is talk 
about sickness, and all day every day you are only surrounded by sick 
people — how can you possibly be normal? How can you possibly 
recover? 

I did not see any use for those treatments or for the unit activities. I 
had to participate in drama therapy and music therapy, but I felt so 
distant from them. These media didn’t speak to me. I couldn’t relate. 
Most of those hours passed with me resistant and quiet. When I did 
not act in drama because I hated it (but maybe the truth is that, 
actually, I was afraid of letting others learn about my emotions), it was 
translated as resistance because of my difficult situation, my suicidal 
or borderline personality. When I refused to sing because I hated my 
voice, it was interpreted as another sign of my poor condition. 

Except for my assigned nurse therapist, not one member of the 
staff ever tried to get involved with the things that I liked: writing, 
reading, and drawing. None of them tried to get inside my world, my 
preferences. I had to conform to theirs. So, I was my own therapist. I 
wrote and wrote like someone possessed. They knew I was writing 
and drawing, but no one wanted to see all my work, and they even 
asked me to take my drawings away. My writing was considered to be 
another sign of my inability to interact with others, so eventually they 
took my pen and papers. But I hid little pieces of crayon and small bits 
of paper, and I continued writing. If only someone had read what I 
wrote, they would have discovered that everything was there laid out 
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before them: not only all the problems and the sickness, but also the 
solutions. But I guess this was not in their textbooks. 


You are trying to punish him with what you are doing 
But nothing happens to him. Only to you 
Look, he will not die, just you 
You are angry at him, but he 1s yours, with you, part of you 
He lives, he sleeps, he is healthy, he exists 
And you are disappearing, going, and vanishing 
You, and just you 
Dont do it for yourself if you do not believe enough 
Just do it for those you care for 
And even if you say you don't know that, inside you, 
In your soul, there is some creature. Yes, for him 
Now, it will be for him, and later on, for you 
All this way isnt worth it 
With all the ladders to climb, there are so many to take you down 
You go up, but actually go down. Facing the wrong direction 
You still have life to live. It’s only the beginning 
Even though you see the end — you still have life 
Give your life the same chance you have been asking from them 
Maybe, it will be good again 
On that path you take, there will be no one to experience the good 
Since you will not be any longer 
You deserve happiness. You deserve satisfaction. You deserve a friend 
Yes, you deserve, you deserve 
If you give it a chance, it might come one of these days 
Do not prevent yourself from living. Do not take life away from 
yourself 
They want you, although you hate them. You are angry at the whole 
world 
But could it be that the world loves you?... 
To fight means to win, to compete is to lose 
You need the power, the strength, the ability, but most of all the 
decision 
To start here and now, together or alone, 
To take the rest of you, the rest of me forever 
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My assigned nurse sometimes read my writings, and she was more 
optimistic than the others about my future. She was the only one who 
actually discussed the future with me. She told me of someone who 
had been in my situation and had come out of it. This nurse was the 
only one I went to see after I got married, and I brought her a photo- 
graph from my wedding. 

During this period of my hospitalization, I wrote and wrote as if I 
was obsessed and afraid of not having enough time to tell all the 
things I had to. Later on, when therapy with Tammie came to a point 
where I felt normal and happy, I gave her two presents: a 500-page 
book, which was the collection of all my writings, and a big collage of 
the little note-sized drawings I had made during that lengthy hospi- 
talization. But at that time in the hospital, I still felt miserable, and I 
wrote: 


The pain is hers — deep deep inside 

It is with her, with all of her — the sorrow 

It is in her, inside of her — logic 

It is with her — along the way — memory 

The shining white, the tearing black, 

The intimidating red 

A spot, a spot, a spot for life 

He failed and never got up. Before his day came 
He is so young, so young, a cloud 

She turns — around and around — the thought 
She ts there, not here — the tear 

She is burning, never stops — the soul 

Our part is so small, nothing, but exists 

The wish to stand behind, to support, to hear 
To give a hand, to give a shoulder, to listen 
To take her far away, to give her a smile 

In the taste, in the taste of life. 


In those days, writing was the main aim of my life. Everything I did 
was in order to return to my room, take my papers and pen from their 
hiding place, and write what I felt during that day. Everything else 
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was vague. Writing was all that mattered. In reading these writings 
today, it seems that each day, then, I grappled with the same issues. 
The same conflicts between the life and death wishes. But, I can see 
that I did have the strength to invest an inordinate amount of creativ- 
ity into finding new and different ways to express those same ideas: 


You gave me a hand but I never took it 

You try to give me, but I could not believe 

You opened a little window which I closed 

You took me closer to you, but I went away, to the corner 
You took me, you sent me forward 

But I kept walking in the same place, not moving 
I stepped over the problem 

You tried to teach me about existence 

And I pulled toward death 

You smiled even while being sad 

It is not because I don't want to 

It doesn't mean this is the end 

I took you with me, to cherish, to remember 


I was also drawing profusely. In my drawing The Prayer (illustration 
19), using the same black and white colors and the same kind of old 
paper, my depression is obvious. Black clouds permeating all around, 
and I stood on a bridge, perhaps most symbolic of suicidal thoughts. 
But, remarkably, I also had hope. I hoped things could improve and 
be better. With outstretched arms, in a strange twist, I turned to God, 
to some external source of help, to appeal for change in my life. It is 
amazing that, as difficult as my condition was, I never completely 
gave up. I cannot explain how this happened, but as I went plummet- 
ing down and down and down with my depression, the hope and 
prayer started. Maybe this occurred because, when nothing could get 
worse, there was no alternative; either things had to start improving, 
or else I had to stop being. I guess I felt this was no longer a game. I 
had to choose between life and death — and I chose life. I started de- 
veloping hopes, desires, and wishes. 
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Illustration 19 The Prayer 


It was more than seven months after my arrival at this hospital that I 
began to spend most of my time trying to persuade my parents to get 
me discharged. My parents were convinced that I was dangerous to 
myself and others, so they refused. Only after I warned them that I 
would die if I stayed there — that I would kill myself — did they agree 
to let me come home. The psychiatrist did not want to discharge me, 
but I left, eight months after I had arrived. I left the hospital in 
January of 1994. I was almost 20 years old. 

At home, my mother was very anxious, not letting me out of her 
sight. I had to go with her everywhere — even to the bathroom. After 
two weeks, I couldn’t stand being outside the hospital any longer, and 
I wanted to go back. Life, and especially life so close to my mother, 
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seemed to be frightening, and my mother’s protection was too much 
for me. Like always, when I was in I wanted out. When I was out I got 
frightened and wanted back in. I did not know what to do with 
myself. 

Then, one day, I decided that enough was enough. I threw away all 
my medications. I stopped taking them, and I decided to try and live 
again. And I started to live. I don’t know what helped me. Under med- 
ication, I felt big, heavy, and low. Without the drugs, I felt like a new 
person. I could see the world around me. Being in the real world, I 
was full of fears, but I could also see some challenges: 


I see a little girl crying 

And an angel who is sent away from paradise 
And an angel being sent away 

I am afraid of those who look above and behind 
God is there, looking at all He has created 
Hey, Mom, look 

Give me some strength, power, 

Because soon everything is coming to an end 
And you should not pick the flowers 

I see a little girl crying 

Fearing her own shadows 

Dont know about eternity 

Dont know where the border is 

Dont know who and what am I 

What do I know, anyhow 

See you disappearing 

See myself alone 

We will be born and go wherever we are led 
We will be told why and where 

There is some weakness in me and I fall down 
I always keep falling 

There 1s a little girl sitting and crying 

A neurotic figure 

Fearing her own shadows 

And I sit and write 
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Dont know to whom, or why 

In half shadow, a quick look 

Rain of tears, thunderstorm of disappointment 
Extinguishing of emotions. Lightning of hopes 
Go away. Give her some answers 

A little girl’s cry 


If my writings were one positive force that helped me recover, the 
other major one was my dog. When I left the hospital, I felt I needed 
the companionship of a dog, and my parents obliged me. I think she (I 
know I’m supposed to call her ‘it’, but my dog isn’t an ‘it’; she’s an 
important, loving creature with a soul) helped me recover. Bamby, my 
dog, gave me a reason to stay at home after I'd left the hospital, and, 
later on, to leave home and take her for a walk. A great deal of the 
exposure assignments Tammie gave me were related to my ability to 
go out of the house and take my dog for a walk, each time for a longer 
distance, to a more central place, without running away from people. 
My dog was the first being that I had to take care of; she was someone 
for whom I was solely responsible. She gave my life significance. In 
trying to truly take care of someone else, I learned to take care of 
myself. I got some goldfish as well. I needed to be surrounded by 
friendly creatures, and the animals were friendly to me. I had a rabbit 
that delivered bunnies, and I think they helped me a lot. 

I still have my dog and find a lot in animals that people lack. 
Honesty, trustworthiness, friendliness. I do not always find all that in 
people. My dog is so helpful, so attuned to me. When I used to argue 
with my husband, she would have diarrhea and vomit. She couldn't 
stand it. She was also the one to tell me when the time came for me to 
go to the hospital to give birth to Or. She paced back and forth all that 
night. She keeps a nightly vigil under Or’s bed, and only awakens if I 
feel bad, and then she wakes up my husband. Only when I am okay 
does she return to sleep. 

Now that I teach a special education class, I hope to bring animals 
into the class as a mode of helping problematic children express 
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Illustration 20 Me and You 


emotions, accept responsibility, express love and affection, and feel 
the experience of being loved. 

I completed my last drawing, Me and You (illustration 20), after I 
returned home from the hospital and decided that I could actually 
stay at home. I had decided never again to return to a hospital. In this 
drawing, it was the first time I could think of myself as with someone. 
And this someone was a male figure. Not only wasn’t this drawing de- 
pressive anymore, but, also, one can see for the first time the sex of the 
figures. A man and a woman. They were not too thin, and they were 
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together. I had begun to wish that maybe, one time, sometime, I 
would be able to find someone to share my life with. 

And now I'll stop relating my own narrative, and let Tammie 
present things from her viewpoint, in the next part of this book. Later, 
in Part III, I'll add my comments and thoughts related specifically to 
what she’ll describe. 


PART II 


The Therapists Story 
The Challenge of Treating Ayelet 


I 


Getting Acquainted 


I first learned about Ayelet when she was 15 years old. Her parents 
came to my private clinic to consult with me, telling me that they had 
a daughter with ‘some not-too-serious problems, a kind of eating 
disorder’, who was an out-patient in a nearby hospital (her first). At 
that hospital, she was being treated with medications and group 
therapy. They wanted me to accept their daughter for treatment, in 
order to expedite her discharge, but I refused. My refusal was based 
first on the fact that I was under the strong influence of the need to 
hospitalize another anorexic girl I was treating. It was a very 
traumatic experience for me. I had lost many nights’ sleep recently, 
worrying about her, doubting whether there was anything I could do 
to avoid hospitalization, fearing how she would make it. Second, I 
thought it was inappropriate to interfere with the staff working at 
that hospital. Third, I was not really sure that I was being told the 
whole truth about Ayelet’s condition, so I did not want to get 
involved. 

Ayelet and her parents came to me again four years later. They 
reported that Ayelet had been hospitalized for most of the interven- 
ing time in four different hospitals, one of which had been a 
placement by court order from the district psychiatric court of law. At 
the time of this meeting with me, Ayelet had been out of the hospital 
for three months and claimed to be fine. However, she had many 
problems and urgently needed therapy. The psychiatrist who was 
treating her at that time was dying, and Ayelet was in a state of crisis 
from the fear of his impending death. Together, we counted 
twenty-four different medications she had received over the last six 
years (three years at home and three hospitalized) and ten different 
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therapists who had treated her. Only a month later, I was able to 
receive her written diagnostic evaluations and summaries of her hos- 
pitalization. Only then did I realize that she had received different, 
very severe, and varying diagnoses: borderline personality; suicidal 
personality; anorexia disorder; and a comorbidity of depression and 
anxiety (American Psychiatric Association 1994). 

Yet, even before receiving the medical and psychiatric evaluations 
about her condition, my inclination was to refuse accepting her for 
treatment. I felt uncertain as to whether I could help where so many 
good therapists before me could not. However, I saw Ayelet in my 
clinic that day in 1994, sitting in the corner as if she were trying to 
make herself invisible. She was a beautiful, fragile, almost 
20-year-old girl, who was nearly smiling and looked almost unreal. 
The only thing about her that showed vitality and life were her eyes. 
Big, shining eyes looking at me miserably. On the spot, I felt myself 
fall in love with this girl. She seemed to me to be brimming with a 
special inner and outer beauty and grace, despite her afflictions. Now, 
almost seven years later, she has become much more than a client to 
me. I care for her dearly. I think I have learned more from her than she 
has learned from me. We have traveled down a long path together and 
even now, when she is married, we have finished writing this book, 
and she is the mother of two beautiful children (a son aged two and a 
six-month-old daughter), we keep meeting once every two or three 
months, just to maintain contact. 

I treated Ayelet for about four years. I started with joint sessions for 
her and her parents together in the period after her discharge from the 
hospital; I counseled her parents; we continued with family therapy; I 
turned to individual therapy with her; and then I held counseling 
sessions with Ayelet and her young husband. I think it is worth telling 
Ayelet’s story because it incorporates all kinds of intervention settings 
(parent supervision, family therapy, individual therapy, and couple 
counseling) and a wide variety of techniques (verbal therapy, story- 
telling, imagery, metaphors, exposure, and more). Her story is one of 
my hesitation and confusion as a therapist, as well as my optimism, 
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faith, persistence, and humanness. It is the story of her coping, 
fighting, and overcoming as a client. Most of all, I believe her success 
is the result of our close relationship; our ability to develop collabora- 
tion, trust, hope, and belief in each other. 


2 


Family History 


From my earliest encounter with this family, I estimated that an intake 
interview on their complex family history would necessitate at least 
several hours. Due to the urgent need to treat Ayelet, I started by col- 
lecting only the basic information and then, throughout our work 
together, I continued gathering details. Even now, during the process 
of writing this book, after treating Ayelet for several years, I learned 
some new particulars about her past. For the sake of clarity here, I will 
present the family history and Ayelet’s background as one concise 
story. 

Ayelet is the middle child in a family of three daughters. Her older 
sister is two and a half years older than Ayelet. This sister was always 
described by Ayelet as the ideal of success and strength, as someone 
who knew what she wanted and how to achieve it. This sister played a 
major role in Ayelet’s feelings of competitiveness and worthlessness 
as a child. At the onset of therapy, this sister was living with a 
boyfriend and studying at the university, and Ayelet was not on 
speaking terms with her. Later on during therapy, that sister returned 
home and, sometime afterwards, got married. Ayelet and her older 
sister gave birth to children at the same time, and, as we terminated 
treatment, Ayelet had started developing a nice relationship with her. 

The other sister, 11 years younger than Ayelet, was born after the 
mother had many miscarriages, and this daughter was very 
pampered. During the years when Ayelet was in and out of hospitals, 
her young sister did not figure prominently in her life, although the 
parents reported that Ayelet talked often at the time of her love and 
concern for her younger sister. As we started therapy, Ayelet fre- 
quently felt disturbed about her then eight-year-old sister, worrying 
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that she might be exposed to similar difficulties that Ayelet had been 
exposed to and would develop a similar illness. Today, as adult and 
adolescent, they are very good friends. 

The mother, 50 years old at the time of their referral, was born in 
Israel. Her parents are Holocaust survivors from Hungary. Her father 
(Ayelet’s grandfather) spent the war at a work camp near Budapest, 
gathering the dead people. He met Ayelet’s grandmother in Hungary 
after the war, before immigrating to Israel. The couple spent some 
time together in Cyprus after their boat was denied entry to Israel, 
and eventually they managed to immigrate to Israel where they and 
their children and grandchildren (including Ayelet and her family) 
live until this day. The family history is still not clear, since it is 
something they do not wish to talk about, and do not voluntarily 
share with their children and grandchildren. Ayelet is very close to 
her grandparents. She respects them greatly and often shares with 
them things she wouldn’t share with her own parents. 

I still have very limited information even about the parents them- 
selves. Although they are very nice, cooperative people, they do not 
talk about themselves. They were each raised in an atmosphere of not 
sharing emotions or problems with other people, and, even with me, 
they would not share information unless I asked or even demanded to 
know details. 

Ayelet’s mother was a preschool/kindergarten teacher for many 
years, until around the time we started therapy, when she decided to 
continue her studies toward a bachelor’s degree. She began working 
in an elementary school, and now serves as the school principal, 
where she is very successful. She is a good-looking woman who is 
highly intelligent and very easy to relate to. She is also a very 
dominant figure in the family. In her relationship with Ayelet, she is 
very sensitive but at the same time very ambivalent, and often sends 
double messages. She suffers from many anxieties; however, they do 
not appear pathological but rather as over-anxious and over-protec- 
tive behaviors, worries, and fears, relating to the things and people 
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she cares about. She is a perfectionist and obsessed about cleaning 
and about doing her job the best way possible. 

Ayelet’s father is a very gentle, quiet man who listens carefully but 
almost never expresses his opinions. He was a good-looking man at 
53 years of age at the time of their referral. He was born in Romania. 
During Nazi rule, his father was imprisoned, and he was raised by his 
mother and her sister. He came to Israel at the age of 15 with a group 
of teenage immigrants. He served in the military for many years and 
then continued his higher education. He works as an engineer. 


Ayelet’s History 

Ayelet was born prematurely in the seventh month of pregnancy, 
during the Yom Kippur War. After a difficult breech labor (just as her 
mother and her son were born), Ayelet had no spontaneous respira- 
tion at birth and required resuscitation. She weighed 4 pounds 3 
ounces at birth and spent her first month of life in an incubator. Later, 
her psychomotoric development was slow. She started walking at one 
year and seven months old, but started talking on time at around one 
year old. From birth, she had problems with her digestion. She cried 
and vomited frequently, and she stopped breathing for short times. 
The parents reported it was not easy to raise her, and they were very 
tense about her response to anything new. At the age of three, the 
vomiting and fainting disappeared. She began to love eating, espe- 
cially junk food, but she was not overweight. 

When Ayelet was less than two years old, she was enrolled in the 
preschool where her mother taught. The mother reported that, as a 
child, Ayelet always envied the other children for getting her 
mother’s attention, and she used to ask her mother if she loved her 
more than she loved the other kids who were there. At that time, 
Ayelet could not stand to be separated from her mother. 

In the other years of preschool, Ayelet became accustomed to 
being among children, but was always very quiet, had only one or 
two friends, and was mostly occupied with drawing or playing alone. 
The parents do not remember any specific problems from those years. 
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Ayelet started school on time, at the age of six. Throughout elemen- 
tary school, Ayelet was a very good student. She always completed 
her homework assignments on time and was very responsible. There 
was no disobedience problems, and her parents were very pleased by 
her good grades. Relating to social relationships in those years, 
Ayelet was liked by her classmates but did not initiate many social 
connections. Most of her social interactions transpired over the 
telephone. She used to go to the class parties, but mainly kept to 
herself. 

The parents described her as someone who was always very 
dependent and constantly in need of physical touch. She wanted her 
mother to hold her hand or hug her; she always needed proof of 
being loved. 


Development of the Illness 


The history of Ayelet’s illness began with her dieting at the age of 14, 
which began from an initial weight of 123 pounds and would drop to 
a weight of 93 pounds at the worst time. After Ayelet’s first 22 pound 
loss and cessation of menstruation, the school counselor raised her 
concerns in a talk with Ayelet’s parents. I tried to understand how and 
why Ayelet’s parents refused to cooperate with the school counselor 
and did not agree to take Ayelet to therapy then. When I asked them 
about this, they answered that Ayelet had always been concerned 
with her eating, and that they thought the counselor at school was 
too anxious. They did not believe Ayelet was anorexic, and for a long 
time Ayelet actually deceived them. Some of their sorrow related to 
the fact that they were not aware of her serious condition earlier. The 
couple related how they often argued whether she was really sick or 
just pretending to be. Only while listening to them could I under- 
stand how difficult it was for these parents to accept the fact that their 
beautiful, smart daughter was ill. In addition, after getting to know 
Ayelet better later, I learned how manipulative she could be, how con- 
vincing she could sound, and how good she could be in deceiving 
others. Therefore, it took time before the parents realized that she was 
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in a difficult situation and could no longer ignore her anorexic 
behavior. 

The ensuing treatment history included a long list of hospitals and 
treatments that were ineffective in generating a behavioral stabiliza- 
tion of her weight and testified to a gradual systematic deterioration 
in her emotional, behavioral, and social functioning. Ayelet started 
treatment in group therapy and, at the same time, her parents 
attended a parents group in the psychiatric unit of a general hospital. 
The parents’ talked about how difficult it was for them to be part of 
this parents’ group. They could not identify with the other parents 
and did not feel it helped them at all. As Ayelet left her group and 
started individual therapy at the same hospital, the parents described 
their feelings as moving from anger to empathy, from hope to help- 
lessness. They admitted that, when they understood that Ayelet was 
not improving, they thought it might be because of the setting. They 
feared that Ayelet, a sensitive girl, would only learn to imitate other 
psychiatric patients and become sicker. 

Her parents sent her to a third type of therapy, to a private psychol- 
ogist who applied a very strict eating regimen. They hoped that there, 
with a more pleasant atmosphere on the one hand, and a very strict 
eating program on the other hand, she might recover. Indeed, Ayelet 
gained 18 pounds, and her parents agreed to stop therapy. For a 
while, they were sure Ayelet had recovered. They were especially 
fooled by the fact that she continued being a good student. They 
thought that getting good grades was a sign that she was healthy. 
When Ayelet started losing weight again, they thought it was because 
she was studying hard for her matriculation examinations. But then, 
at the age of 17, Ayelet took an overdose of medications, and they had 
to hospitalize her. Even then, they could not accept the fact that she 
had tried to commit suicide and insisted it was an accident; and they 
insisted on her being hospitalized in a general rather than a psychiat- 
ric hospital, where she stayed for two months. 

I believe Ayelet’s parents denied her illness in part out of shame 
and fear of stigma, and in part due to their feelings of guilt or 
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self-doubt about their own role in the development of her disorder. 
At that time, there were many arguments between the parents 
relating to the question of Ayelet’s disorder and whether or not she 
was really sick. It wasn’t until they had again helped release her from 
the hospital, and were compelled to immediately hospitalize her 
again in another general hospital, that they began to understand that 
she was really sick. When they were asked to hospitalize her by legal 
decree, in a closed unit of a psychiatrist hospital, they were shocked. 
Ayelet’s mother became very frightened, and did not dare disobey 
the psychiatrist. She insisted on taking Ayelet immediately to the 
psychiatric hospital. Ayelet’s father, on the other hand, was not sure 
what was best for his daughter, and tried to question this decision. 
Both were confused and unsure about what to do. Her mother also 
felt very ashamed and wished to hide these events from everyone she 
knew. The parents described that month when Ayelet was in the psy- 
chiatric hospital as a nightmare, and were happy and relieved when 
she was released. 

Ayelet’s parents described the short time that Ayelet stayed at 
home as a very stressful period. They admitted that they had no idea 
how to handle her. They argued severely about what would be the 
tight way to go about dealing with her. They also feared that she 
might influence her younger sister. They shifted between the wish to 
have her with them and to take care of her, and the wish to have her 
taken away so that they could try to return to a normal life. They 
could never rest when she was around, always fearing she would 
harm herself and never sure how to treat her. Shortly afterwards, 
Ayelet was hospitalized again in another psychiatric hospital, this 
time in the adolescence department, where she spent eight months 
and was in isolation twice. 

Ayelet began therapy with me after leaving the last hospital. Since 
that time, she had no further hospitalizations, nor did she use psychi- 
atric medications of any kind. At first, she still used laxatives and 
medications to induce vomiting, but soon she ceased these as well. 


3 

Collecting an Inventory of 

Ayelet’s Problems and Establishing an 
Initial Treatment Contract 


Ayelet’s case seemed so complex that I did not know where and how 
to begin. The list of well-known therapists who had treated her in the 
past did not help me feel good about my ability to help her, nor did 
the long list of hospitalizations and medications. However, from the 
start, some intuitive feeling led me to sense that although Ayelet was 
confused and seemed to reject therapy, she was also very naive and 
was hoping to be helped and be able to trust someone. It was also 
obvious that she was sick and tired of treatment and therapy. 
Therefore, I thought I should first mobilize her interest and collabo- 
ration. I also understood that she was a seasoned expert in techniques 
and treatments, and she knew what therapists expected her to say. I 
did not want to become just another name on that long list from her 
past. 

I knew also about the past attempts to change the way Ayelet 
thought of herself, to persuade her to gain weight, and to induce her 
to start believing that she was thin. These were some things I did not 
want to repeat. 

What was clear to me was that, in some way during that first 
session, she made me believe in her positive resources. Early on, I was 
impressed by her capacities, her creativity, her somewhat innocent 
view of the world, her wish to be good, and her desire to change. 
Although Ayelet seemed to be a difficult, stubborn, and rigid client, 
who survived ten therapists and hadn’t been changed dramatically, I 
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could not ignore her strengths and abilities. I wanted to turn those 
forces around and mobilize them to facilitate acceptance and change, 
rather than fighting her, measuring her, or trying, myself, to change 
her. 

In that first session with Ayelet and her parents, I laid out my 
approach, telling her, ‘Listen, I am not going to change you or your 
problems. I believe you are strong enough to do this by yourself. 
What I am going to do is to propose to you that, together, we will try 
to find out what you wish, what you need, and how you want it. Then, 
together, we will try to help you fulfill what you wish for yourself.’ 
Ayelet trapped me immediately, asking, ‘And what if you find out that 
what I really want is to die? Will you help me then?’ Her parents 
started shouting, but I asked them not to interfere, and I replied, ‘I 
don’t believe that is what you genuinely want, because you've 
survived so much agony that if you really wanted to die, you could 
have done so long ago. Instead, I believe you are strong and fighting 
to live your life your own way, and that is very understandable.’ Ayelet 
smiled and moved her head. I thought that it was a good starting 
point and we could progress to make a preliminary contract. 

Ayelet’s inventory of problematic areas, pain, and suffering was so 
lengthy that I could not find a way to unravel all of the information in 
order to decide on a treatment plan. As I had no idea where I wanted 
to start her therapy, and I knew there were a multitude of problems, I 
decided I must introduce some order by selecting how to begin and 
how to end. I view therapy as a planned, designed process, and I 
believe that due attention should be paid by therapists to the con- 
struction of the intervention process (Ronen 1997a). 

Using Gambrill’s 12 steps of intervention as guidelines (Gambrill, 
Thomas and Carter 1971; see the detailed description in Part V of 
this book), I began to design how I would conduct Ayelet’s therapeu- 
tic process. The first step in that procedure comprises making an 
inventory of problem areas, based on the rationale that such an 
inventory will help draw up a profile of the client’s difficulties. 
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I told Ayelet: ‘I don’t need to tell you that you have enough 
problems for ten therapists. In order for me to find my way through, I 
need some help. So let’s draw a map of the difficulties you face in all 
the areas of your life and try to assess what’s going on.’ It took us the 
whole session, but together, we compiled the following description: 


1. Personal problems 


(a) Eating disorders 


Ayelet is afraid of gaining weight, vomits after she has 
eaten, uses too many laxative medications, withholds 
bowel movements, and cannot eat in her family’s 
presence. 


(b) Fears, anxiety, and obsessive-compulsive disorder (OCD) 


— 


Ayelet cannot walk in the street, is afraid to go out 
alone, and cannot ride a bus. She demonstrates 
obsessive-compulsive disorder, manifested mainly as a 
counting compulsion but also as obsessive thoughts, 
believing that she is harming everyone who is in close 
contact with her. (As an example, she told me about her 
grandmother who died, and about the psychiatrist with 
whom she was very close and who was dying from a 
brain tumor.) 


Self-acceptance and self-evaluation 

Relating to her emotions, Ayelet feels hopeless and 
helpless, bored, and lonely. She thinks she is worthless 
and describes overwhelming feelings of anxiety, fear, 
depression, and sorrow. 


2. Vocational problems 


As Ayelet has not attended school regularly for several years, 
she has lost confidence in her ability to learn a profession. She 
wants to study but is afraid of doing so and feels incompetent. 
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3. Social problems 


Ayelet has been away from home for many years and has not 
participated in social activities or maintained social contacts 
throughout most of her adolescence. Most of her friends are 
girls from the hospital. She is ashamed to try and communicate 
with her old friends, fearing what they might think of her, and 
feeling that she does not know how to start connecting with 
others. Ayelet is afraid of meeting new people, and she avoids 
social contact. 


4. Family problems 


Much blame, suspicion, anger, and guilt feelings of all the 
family members toward one another are evident. Her parents 
are not sure how to handle Ayelet, shifting from being afraid 
to harm her and treating her as if she were made of glass, to 
blaming her for ruining their lives. 


This was only a preliminary list, and we could have added much more, 
but Ayelet was frightened by its length, so I decided to stop at that 
time. 


A Preliminary Treatment Contract 


Inext continued with Gambrill et al.’s (1971) second step of interven- 
tion — problem selection and contract (see the detailed process in Part 
V of this book). I suggested we start from the ‘easiest thing’ first: the 
family relations and roles. My impression was that, although there 
were many mixed feelings in the family, they really cared for each 
other and could support each other. Also, I thought Ayelet would 
need a great deal of help and a reliable support system to contribute to 
her coping outside the hospital. I also realized that the parents were 
very confused, felt frustrated, and were not sure how to treat Ayelet. 
Therefore, I shared my impression with them, proposing that we 
begin treatment in two settings: parental supervision and family 
therapy. I recommended incorporating individual therapy with 
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Ayelet only as we progressed. I believed Ayelet would thus be helped 
by her parents, facilitating change. I felt she needed to start going out 
and doing things rather than staying home all day alone, and that by 
being involved in family intervention she would progress. Ayelet and 
her parents agreed to this problem selection (comprising the third 
step in the 12-step procedure). 

There were, however, some preliminary guidelines I knew I had to 
have. I knew that in order to treat Ayelet confidently, I must be 
convinced that she was not in danger of losing more weight or risking 
her life. I therefore demanded two conditions for treating her: regular 
check-ups by a physician and examination by a psychiatrist per need. 
Ayelet promised in our treatment contract to meet the family 
physician for monthly check-ups. This would ensure that her weight 
was appropriate and that she was functioning well physically. I also 
insisted on her agreeing to undergo examination by a colleague of 
mine —a child psychiatrist whom I trusted — whenever I felt the need 
for consultation. During the first six months, I turned to him twice. 
The first time she was completely confused and seemed to be 
psychotic, and he thought this was due to changes in electrolyte ho- 
meostasis in her brain as a result of her previous starvation. The 
second time he took her off all medications, thinking she could 
function well without them. We never consulted him again after that 
second visit, and as I mentioned above, Ayelet never used medications 
again. 

We decided that we would not talk about her eating habits as a 
focus of therapy, but that at the end of each session she would briefly 
report what was happening during the week in that domain and 
whether there was any change in her eating disorders. 


4 
Rationale for the Decision to Treat 
Ayelet Using Multi-Targeted 
Cognitive-Constructivist Therapy 


I decided to design a cognitive-behavioral intervention. The treat- 
ment was directed at three main issues: 


1. Ayelet’s anxiety-related disorders (obsessions, compulsions, 
anxiety, and fears), which had developed during the 
hospitalizations. 


2. Her skill deficits (lack of a vocation, lack of social 
relationships, and conflict in family relationships), which had 
increased in part as a result of her hospitalizations. 


3. Her misconceptions relating to herself and the world, which 
had always been a part of her, and were chiefly responsible for 
the development of the anorexia. 


I thought cognitive-constructivist therapy should be the treatment of 
choice. I conceived cognitive-constructivist therapy as the umbrella 
approach that would facilitate the application of different techniques 
for Ayelet’s different problem areas. I planned to incorporate a family 
intervention to improve her familial relationships and resolve family 
conflicts (Foster and Robin 1988); exposure techniques to eliminate 
the obsessive-compulsive disorder (OCD) (Marks 1969, 1978, 
1987; Salkovskis 1996); exposure and skill acquisition to reduce 
fears and anxieties (Rachman 1997; Ronen 1996; Thyer 1991); 
social skills training to help her in vocational and social situations 
(Hops and Greenwood 1988; Thyer 1991); self-control intervention 
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(Ronen 1994, 1995) to promote the acquisition of coping skills; and 
cognitive-constructivist methods to change her way of thinking, 
feeling, and behaving, with a special focus on her self-acceptance 
(Mahoney 1991, 1995; Ronen 1994, 1995, 1997b; Ronen and 
Rosenbaum 1998; Rosenbaum and Ronen 1998). 

This multiple-treatment design that encompassed crucial life skills 
and targeted the client as well as her environment aimed to empower 
Ayelet (Mahoney 1991, 1993) by imparting to her the range of skills 
she needed to help herself (Ronen 1995, 1997b). I expected that 
cognitive-constructive therapy as the treatment of choice would 
enable me to help Ayelet help herself, rather than making her feel 
helpless, weak, and dependent on the therapist. Early on, | identified 
my major objective in treating her in terms of attempting to try and 
show Ayelet that she was strong, that she could make decisions about 
her life, and that it was up to her to make something out of ‘all the 
mess’ she had experienced. I believed that by working with her, mo- 
bilizing her strengths and resources, and utilizing her creative way of 
thinking, we could reach the goals of helping her find the ‘real Ayelet’ 
—a beautiful, sensitive, intelligent, strong girl. 


») 

Specifying Target Behaviors 
and Measuring Baseline 
Functioning 


The fourth step in the intervention process comprises specification of 
target behaviors related to the specific selected problem areas 
(Gambrill et al. 1971). In this step, details are specified about each 
selected behavior problem, in order to demonstrate what maintains 
and reinforces the behavior. The following, fifth step consists of de- 
termining the baseline level of the targeted behaviors. Kazdin (1982) 
emphasized the importance of baseline information for validating the 
data collection, and for ascertaining in depth all the antecedents, 
maintenance, and outcomes relating to the behavior. In our intake 
session, I asked Ayelet to observe herself over the next two weeks 
with regard to each of the major problems that we had identified and 
to rate the intensity and frequency of each. I thought these records 
would provide baseline data and would enable decision making as to 
where and how to begin therapy. Her parents were also asked to chart 
Ayelet’s different disorders for the same two-week period. They were 
asked to note whether the problem appeared or not, and to rate its 
frequency. Ayelet also rated the problems on relevant self-rated 
comfort scales of 0 to 10. 

For the purpose of these baseline records, we divided her problems 
into several topics: eating disorders; family interactions; OCD; 
anxiety and fear; vocational study or work; social interaction; and, 
finally, feeling good about herself. 
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Eating disorders 


The first issue — Ayelet’s eating disorders — was viewed similarly by all 
three respondents (Ayelet and her mother and father). They all 
reported that during the previous two weeks, Ayelet refused to sit 
down and eat with the family. Ayelet reported that she still vomited 
when she ate (at least once a day), used too many laxative medications 
(daily), and withheld bowel movements. The only time she was 
willing to join the family for a meal was on Friday nights, when her 
grandparents came over for dinner. 


Family problems 


Ayelet was asked to rate the family atmosphere on a self-rating scale 
ranging from 0 (coldness, indifference, no physical touch) to 10 
(happiness, love, affection, physical touch like hugging and kissing). 
Ayelet reported that between five and six times each week there had 
been occasions of shouting and snapping at each other, as well as 
noted feelings of suspiciousness, frustration, helplessness, and 
distrust. The parents agreed with her report. The father said he had 
not spoken with Ayelet beyond ‘hello’ and ‘goodbye’. The mother 
recounted talks related to functional needs. Ayelet reported: ‘No 
honest talk with them.’ No one reported any physical touch, and the 
atmosphere did not surpass a rating of ‘3’. 


OCD, fear, and anxiety 


Ayelet’s anxiety prevented her from functioning normally. Ayelet 
reported she was anxious for most of the day, rating her anxiety 
between 1—3 ona scale of 0 (very anxious) to 10 (very calm). Her ob- 
sessions were focused mainly on the fear of a death among her loved 
ones. Her compulsions revolved around constant counting, especially 
when she saw by chance something written on death or dying in the 
newspaper, or when she accidentally thought of something bad that 
could happen to her relatives. 

Ayelet’s anxieties and fears severely restricted her behavior. She 
was afraid to leave home. Her parents reported that she did so only to 
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take her dog out for a walk. Even then, she remained close by the 
house, and walked only at night when no one could see her. Ayelet 
added that when she had to leave the house, she would only walk 
with her dog on the far edge of the sidewalk, mostly in deserted 
places. She reported crossing the street if people were approaching, 
to avoid social contact. She was afraid to use public transportation. 


Vocational problems 


Ayelet wanted to study but was afraid to do so and felt incompetent. 
For her baseline records, Ayelet was asked to write down whether she 
did anything relating to a future occupation, such as looking at the 
classifieds in the newspaper, making telephone calls to inquire into 
such advertisements, going to her school to ask for her graduation 
records, taking an examination for acceptance to a course of study, 
etc. However, during those two weeks she had done nothing but sit at 
home. She was not even ready to think about studying, and this un- 
readiness only raised her anxiety. 


Social contacts 


The only youngsters with whom Ayelet had any relations during the 
previous four years were friends from the various hospitals. During 
the baseline period, she had no social contacts. She never called a 
peer, never received a telephone call, and never left home to go to a 
party, a movie, or a friend’s house. 


Self-evaluation and self-acceptance 


Ayelet felt hopeless and helpless, bored, and lonely. She thought she 
was worthless and could not stand herself. These feelings appeared in 
her charts daily. The most severe emotion charted down was her 
feeling of emptiness and the thought that there was nothing good 
waiting for her in the future and, therefore, that there was no hope in 
life. Still, she did not present any thought of suicide or wish to die. 

The analyses of the baseline data enabled our continuation into the 
sixth step of intervention: the identification of problem-controlling 
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conditions. This step helps identify the conditions preceding and 
following the problem’s occurrence, in order to make decisions about 
the beginning of treatment (Gambrill et a/. 1971; Kazdin 1982). At 
this stage we were ready to begin therapy. 

Steps 7, 8, and 9, relating to the beginning of intervention, 
consisted of: assessment of resources one has in the environment and 
within oneself; specification of behavioral objectives for intervention; 
and formulation of the treatment plan (Gambrill et a/. 1971) (see the 
detailed description in Part V). Our treatment plan (step 9) included 
the kind of disorders we would address, the sequence of treatment, 
the way therapy would be conducted, and its structure in terms of her 
agreement to meet her family physician for monthly check-ups and to 
visit a child psychiatrist per need. Throughout the intervention 
process, we continuously monitored outcomes to furnish feedback on 
effectiveness and to enhance Ayelet’s motivation (step 11) and took 
steps to maintain the changes achieved (step 12). 

As we had decided, we began with family intervention. 


6 


Family Intervention 


The family meetings were conducted in ten family sessions held twice 
weekly with Ayelet and her parents. Although she had two sisters, 
Ayelet and her parents did not want them to be involved and rejected 
my attempt to invite them to join us, emphasizing that ‘they are not 
part of this’. 

Foster and Robin’s (1988) proposal that negative emotions are 
both a product and a component of a maladaptive interaction style 
corresponded aptly to Ayelet’s family. The family intervention, 
therefore, aimed at helping the family members deal with those 
negative emotions, learn to express their feelings, and change their 
communication styles. 

I used Foster and Robin’s (1988) methods of working with 
families. In one method, the family members were asked to present a 
problem and then to look for regularly recurring sequences of family 
interaction that adequately depict the presenting problem within the 
overall context of the way in which their family operates. These three 
family members tended to blame each other for their distress and to 
feel a great deal of fear of and anger toward one another. In these 
sessions, they learned to express feelings, to practice talking directly 
to one another, and to look directly into each other’s eyes. Later, they 
were assigned to do things together as a family, such as going to 
movies and on walks, without mentioning or talking about ‘the 
problem’, referring to Ayelet’s sickness and hospitalization. They also 
practiced demonstrating physical affection (touching each other’s 
arms, holding hands, hugging). 

A second method consisted of working on a meaningful answer to 
the question: “What is each member of the family getting out of the 
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recurring treatments?’ At first, they shouted at each other and cried, 
with Ayelet saying, ‘This is hopeless. Nothing will come out of this.’ 
Gradually, they began to talk and to have real, open conversations 
with each other. 

At first, it was difficult for all three family members to talk about 
their feelings. Ayelet especially blamed her parents for putting her in 
the hospital. She shared with them the fears she felt then and yelled at 
them for abandoning her there to be alone and lonely. Her parents 
wept while talking about how helpless they had felt, how they had 
been afraid they would lose her, and how they had been ready to do 
anything in order to keep her alive. They revealed to her and to each 
other how they blamed themselves for the development of her 
problem, and they described how they had been constantly oscillat- 
ing from distress and despair to hope, and back again. 

In these sessions, Ayelet would direct herself to me, referring to her 
parents in the third person (e.g. “He just left me there...’). She would 
say to me, ‘I'll leave the room, and I want you to ask them what they 
really feel about me. They won't say if I’m here.’ Nevertheless, as I 
modeled sharing difficult feelings, they began to do so. I asked Ayelet 
to sit in front of her parents, look directly in their eyes, and tell them 
directly what she felt. During the first two family sessions, she left the 
room in the middle, telling her parents she would wait for them 
outside. In the third session, she said she was ready to talk with her 
mother but not with her father. I saw Ayelet had an enormous amount 
of complaints but was afraid to talk about them. She accepted my sug- 
gestion that she stand up and say everything she had to say against 
her parents, all at once, and get it over with. 

We had a very difficult fifth session when each of them turned to 
the other, spurting out what made him or her the most angry. There 
were tears, anger, and shouting. 

In the sixth session, I asked all of them to write letters to each 
other, telling one another about their wishes and fantasies. At first, 
Ayelet wrote to her father: ‘I wish you yourself would stay in a mental 
hospital for one month.’ But, as we progressed that day she could 
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write: ‘I wish you would understand me better’ and later on: ‘I wish 
you could teach me how you were able to be so strong and to put up 
with me all that time.’ 

It was at that stage of the treatment that I began suggesting that 
they start doing things together as a family. They were instructed to 
go to movies and on walks, without mentioning or talking about ‘the 
problem’. Gradually, the family seemed to be beginning to function 
as a family again. Ayelet never stopped criticizing her parents for their 
previous behavior, but at the same time she could admit how difficult 
she was to relate to, and that she would not have known what to do if 
she had been in their place. She could also say that it was not their 
fault that she was anorexic, and that she could accept and agree with 
their need to hospitalize her, although it was a very traumatic experi- 
ence for her. 

As they progressed, they were able to talk about their feelings not 
only in my presence but also at home. After the first ten meetings, 
Ayelet began individual therapy, and we continued meeting as a 
family once every six to eight weeks to deal with issues that arose. 


7 
Parent Counseling 


Throughout the first year of treating Ayelet, I met with her parents 
once every three to four weeks for a consultation and supervision 
session. I started counseling them as we finished the family therapy 
and I started seeing Ayelet individually. We discussed how to deal 
with her various behaviors, how to respond to her eating habits, to 
what extent she could be asked by them to take on responsibilities in 
the house, and how to increase her independence. The parents were 
very confused, wanted help, and did their best to follow my sugges- 
tions. They tried to help her feel welcome at home and return to 
‘normal family life’. Often, they would call me to consult on how to 
deal with specific incidents, especially when something in her 
behavior frightened them. However, though Ayelet did not eat 
normally yet, she did not wish to die. Gradually, they realized her life 
was no longer in jeopardy, and they started trusting her, interfering 
less in her life, and allowing her more independence. 

During the parents’ sessions, we looked at the family relations. 
According to her parents, Ayelet was angry with them both, but she 
felt it much easier to accept her father’s way of behaving than her 
mother’s. She was very close to her mother, and she viewed her 
mother’s ‘abandoning her at the hospital’ as a betrayal. Ayelet could 
not talk with her mother about this, but the mother sensed it, and 
found it difficult to talk in the sessions about what it had been like for 
her to hospitalize her daughter. The parents reported that Ayelet was 
also angry because her ‘sickness’ was a secret kept from people, and 
she felt her parents were ashamed of her. 

The mother’s intellectualization and emphasis on a cognitive 
pattern of thinking and behaving were striking to me, and were com- 
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pletely different from Ayelet’s emotional patterns. I utilized a 
situation which could enable a good starting point to bridge the 
mother—daughter gap by dealing with the anorexia from an intellec- 
tual distance. The mother was in college and consulted me about her 
wish to write her final assignment on anorexia. I thought it was a 
good opportunity to collaborate with Ayelet. 

The assignment included interviewing her daughter, reading 
about the disorder, and sharing her own feelings. These helped her 
accept the problem of anorexia as one which was shared by other 
people. Instead of blaming herself, the mother found a sense of 
achievement and joy in the fact that they had overcome the disorder 
and made it out of the hospital with a healthy, living daughter. The 
mother was required to interview Ayelet for many hours, in an 
attempt to learn from Ayelet’s point of view what her experiences and 
feelings had been. Both of them cried and opened up, enabling a shift 
from communicating on an intellectual level to an emotional one. 
Trying to understand themselves and the problem better, they 
became ready to accept and forgive one another, in a wish to develop 
a new relationship. When they finished, they gave me a copy of the 
assignment. 

The father, also, learned to express his love for Ayelet (by holding 
her hand, smiling at her, not criticizing her). As he followed my in- 
structions not to talk about her problems but rather to find other 
common areas to talk and share feelings about, their relationship 
improved remarkably. 


8 
Beginning Individual 
Therapy with Ayelet 


About nine weeks after the family came to me, following the initial 
family treatment and separate parent counseling, I started treating 
Ayelet individually. I obtained Ayelet’s agreement to meet with me for 
weekly individual sessions. I also made myself available to her by 
telephone between sessions. As we initiated this stage of therapy, 
Ayelet was very suspicious and cynical, did not trust me, and often 
gave me the feeling she was not there at all. She was talking, and on 
the surface everything sounded fine, but I did not feel any emotion, as 
if her mouth and head were detached from her pain and her feelings. 

As our relationship developed after about six more weeks, I felt we 
were becoming closer. Then, Ayelet stopped coming to sessions. After 
three weeks, I contacted her and she came into the clinic. It emerged 
that Ayelet had disappeared because of her obsessive thoughts. She 
was living under the impression that she had the magic power of 
harming and hurting people she cared about. She gave me as proof 
what she had done to her own family, her grandmother, and her 
previous therapist who had recently died. I realized that she was 
terrified of harming me too, because I had now become someone 
important to her. 

With this understanding, I tried to persuade Ayelet that my magic 
powers were stronger than hers. I explained that while she was 
helpless and surrendered to her thoughts and could not control them, 
I, on the other hand, had the power of controlling my thoughts and 
having them obey me. She replied that she was crazy, and that she had 
been told this in the hospital. She cited as evidence her tendency to 
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hear voices as only crazy people do. I redefined her ‘craziness’ as an 
inside voice, the voice of her thoughts that she would hear. I 
described how each of us hears our own internal voices, which are 
our wishes, fears, and confusion, and how we can learn to change 
those thoughts. She was doubtful, but the fact that I did not send her 
to a psychiatrist and that I remained calm made her think she might 
be ready to try to change her thoughts. She agreed to return to 
therapy. 

I taught her about the way all of us talk to ourselves all the time. 
This self-talk directly arouses emotions and behaviors. When 
someone says ‘I can’t help it, I’m afraid. This will never work’, then 
stress and anxious feelings will arise. However, we can learn to use 
self-talk in a positive way, to improve our coping, and to change our 
automatic negative self-talk. For example, one can tell oneself instead: 
‘I know this is difficult, but I hope that if I try I might be able to do it. 
Maybe I'll be a little afraid, but, if I don’t run away, the fear will 
lessen.’ Such self-talk might help stop unwanted thoughts and start a 
better, more helpful way of thinking. We practiced the method of 
changing automatic thoughts to mediated ones, and Ayelet had to 
practice at home as well, looking for at least one example of a thought 
she could try to change each day. She thought it was artificial. Still, I 
asked her to try do so, and gradually it became more natural for her. 

I believe that one of the most important steps toward change 
relates to the therapeutic relationship. As a cognitive-constructivist 
therapist, I do not consider the therapeutic relationship to be the most 
important feature in the change process. Nevertheless, I am 
convinced, as Safran and Segal (1990) stated, that interpersonal rela- 
tionships formulate the crucial basis upon which we design and 
conduct the treatment. Trust, empathy, and beliefs constitute the 
foundation for facilitating motivation, increasing compliance, and 
enabling a good collaboration between client and therapist (Kanfer 
and Schefft 1988; Mahoney 1991; Rosenbaum and Ronen 1998). At 
this stage in Ayelet’s treatment, I could assert that we were success- 
fully developing a good therapeutic relationship and were engaging 
our mutual strengths in the change process. 


9 
The First Problem Area 


Treating Her Obsessive-Compulsive 
Disorder (OCD) 


As mentioned above, we started individual therapy in the ninth week 
of intervention (after one intake session, two baseline weeks, and five 
weeks of family therapy). The initial problem selected for treatment 
was Ayelet’s OCD. Until we started treating it, no change had 
occurred in the pattern of the OCD. Shafran (1998) reported that 
OCD among children and adolescents relates mainly to the fear of 
death and danger to the close family. Likewise, Ayelet’s anxious 
thoughts generally involved a fear of her beloved ones’ dying. Her 
compulsions were mainly characterized by counting. Ayelet would 
count in groups of three, back and forth, in order to change the 
meaning of her bad or obsessive thoughts. The number of times she 
had to count depended on how strong the obsession was and to 
whom it was related. Also, she avoided looking at newspaper obituar- 
ies or at the traditional death announcements posted near houses in 
mourning, because she tended to ‘see’ the names of the people she 
loved inside the black frames. 

As suggested by Salkovskis (1996) and Rachman (1997), 
treatment of OCD is usually based on behavioral components, with 
no emphasis on cognitive components. I decided to treat her OCD 
using Marks’ (1969, 1978, 1987) method of exposure. The 
treatment included three stages. The first target was to avoid talking 
about her obsessive thoughts of harming her family or that they 
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might die. Marks described the process whereby obsessive individu- 
als talk about their distressing thoughts, looking for reassurance, and 
whereby the environment comforts them, decreasing their anxiety. 
However, they then become more and more dependent on the envi- 
ronment for future reassurance, which in turn increases the obsession. 
I explained to Ayelet that talking about her obsessions was like 
watering a weed. As we water it, it grows, but we want it to die, so we 
should avoid watering it. I told her that, from now on, I would be the 
only one with whom she should talk about these things. 

The second stage consisted of making an audiotape of Ayelet’s 
thoughts. Marks explained that, while talking to others, an obsessive 
person believes his or her thoughts seem to be very logical. However, 
listening to a tape creates the effect of someone else talking, and soon 
the thoughts become boring and annoying. When the client feels 
bored and tired of the thoughts, he or she is ready to stop the 
automatic thinking and begin more palatable mediated thinking. 
This procedure proved very difficult for Ayelet; she felt stupid both 
making the cassette and listening to it at home. At first she com- 
plained that the recording showed exactly what she felt. These were 
her true thoughts; therefore, it would not be a helpful method for her. 
Then, she called me and said she could not stand listening to it any 
longer, and she hated me for making her do it. I only released her 
from listening to this first tape after she initiated and recorded a new 
one: ‘I prepared a better cassette — one where I tell nicer things about 
myself.’ 

The third stage comprised two components: avoiding the compul- 
sive behaviors while intentionally arousing the obsessive thoughts. 
As a first step, she was forbidden to count. Cleverly, she initially 
managed this by simply avoiding meeting people she cared about. 
She stayed in her room, avoided her parents, wouldn’t come to our 
sessions, etc. When I realized her strategy, I spoke to her by phone 
and asked her to purposely meet everyone she was afraid of harming 
as often as she could each day — but to avoid the counting. I brought 
to our next session as many obituaries as I could find, forcing her to 
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look at them and read them aloud but to avoid counting. Her anxiety 
increased at first, but shortly it decreased, and after three weeks of 
practicing, she could meet loved ones and look at death announce- 
ments without fear and without counting. 

Ayelet used to say she thought she was crazy because she heard 
voices telling her to count. I reframed this into: ‘You're afraid of 
hurting people, so you think of ways to prevent the possibility of 
harm.’ She liked the reframing of ‘hearing strange voices’ to her 
‘internal thoughts that each of us have’, and she talked a great deal 
about how she used to fear being schizophrenic. I asked Ayelet to 
chart the urge to count daily and to rate how difficult it was for her to 
avoid it. 

As in so many other arenas of her life, when Ayelet decided to 
overcome her OCD, she always did more than I asked, trying to be 
perfect. In the past, she had been such a ‘perfect’ anorexic that no one 
could treat her or help her change her eating habits. Now, she was 
taking on more assignments than necessary; for example, when asked 
as homework to look at mourning announcements three times a day, 
she would look at them five times. 

Ayelet’s compulsive counting behavior had disappeared very 
quickly (within one month), but she was still complaining of 
obsessive thoughts. She asked for techniques to avoid thinking or else 
to change her thoughts, but I judged it would be better for her to try 
to concentrate on those thoughts, to face them until they stopped 
causing anxiety reactions. I taught her methods to sit down and con- 
centrate on thinking about death and harm. Slowly, gradually, over 
the next three weeks, these thoughts decreased significantly. About 
three weeks later, as she practiced ways to overcome her anxiety, she 
reported that she did not see herself as having OCD any longer. 


IO 


Treating Her Anxteties and Fears 


Together with her OCD, Ayelet exhibited a range of anxiety 
reactions, mainly related to meeting other people. Part of her anxiety 
could be explained by the long, three-year period of hospitalization 
and by her withdrawal from social activity for the three years prior to 
that, at home. She had, in fact, not been involved in normal social 
activity at all during her adolescent years and exhibited a social skills 
deficit. Most of the youngsters in the hospital had been younger than 
Ayelet, came from a different social class, and were not as intelligent. 
Even at her worst time, when she was on high doses of medication, 
Ayelet was the best student in the hospital school. The staff com- 
plained that she was not friendly and would not take part in social ac- 
tivities; however, I believe that they could not understand how 
different Ayelet was from the other adolescents there. She did not 
speak their language, she did not enjoy their jokes and stories, and 
she was occupied by different kinds of thoughts. 

Although the OCD had decreased, no change was apparent in the 
other anxiety disorders. Ayelet was afraid of walking in the street 
because she feared people would see she was different. She would not 
take public transportation or start talking with anyone in the street 
(even people she knew). She always thought people were looking at 
her and laughing at her. I personally thought Ayelet looked 
wonderful — tall, pretty, with long hair, very bright and talented. At 
first, I used to remark ‘How wonderful you look’ when she arrived for 
sessions, but, realizing that this was not a compliment for her, I 
stopped commenting on her appearance. 

At 12 weeks of intervention, we started working on eliminating 
her fear and anxiety. Although anxieties and fears are commonly 
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found among children (Kendall 1985, 1994; Thyer 1991), disorders 
in this domain have been shown to be long-lasting and damaging to 
children’s healthy adjustment (Kendall 1994; Thyer and Sowers- 
Hoag 1988). Anxiety pinpoints distorted rather than deficient 
cognitive processes (Kendall 1985; Ronan and Deane 1998; Ronan 
and Kendall 1991). Ayelet possessed the skills necessary for planning 
and engaging in problem solving. However, when it came to looking 
at her anxiety, these distorted processes came into play. Her distorted 
thoughts related to an exaggerated focus on self and an overconcern 
with the evaluation of herself and others. Treatment of her anxiety, 
therefore, required not only behavioral exposure techniques (Marks 
1987; Ronen 1996; Thyer 1991), but also cognitive skills acquisi- 
tion for helping her change her distorted thinking (Thyer 1991) as 
well as self-control training in appropriate self-evaluation and expec- 
tations (Ronen 1994). 
The behavioral exposure treatment included (Marks 1987): 


1. rational explanations concerning the need for her to be 
exposed to the threatening stimuli and to stop her avoidant 
behavior (i.e. leaving the house, going out, meeting people, 
riding public transportation) 


2. pinpointing her exposure targets 


3. rating her anxiety level before, during, and immediately 
following exposure 


4. remaining in the feared situation until her anxiety decreased. 
To this end, I asked her to start taking walks outside, and I 
asked her parents to drop her off several blocks from my clinic 
and have her walk to me alone. 


Ayelet was also given daily exposure tasks such as taking her dog for a 
walk in ever-increasing distances from her home (first five minutes, 
then ten, and so on) and in increasingly public, crowded, and noisy di- 
rections (from small neighborhood streets to larger roads and then 
busy thoroughfares). Eventually, she was asked to gradually get used 
to the bus, until she was able to take it all the way from home to the 
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bus stop near my clinic. Ayelet was instructed to maintain a daily 
chart of her rate of anxiety before, during, and after each exposure 
task. She quickly realized that her rate of anxiety decreased when she 
practiced often, which motivated her to continue working. 

The cognitive component included understanding the link 
between her fearful thoughts and her increase in anxiety, and trying 
to change the thoughts and to use self-coping methods, cognitive re- 
structuring, and self-control exercises aims at helping her confront 
her difficulties and overcoming them (Ronen 1996). 

One anxiety-provoking reaction that was difficult to treat was her 
dreams. Ayelet would sleep fully clothed, fearing that she would be 
taken to the hospital in the middle of the night. Only after a year in 
individual therapy, when she was able to follow my recommendation 
that she return to the hospital and meet with her therapist there, did 
she overcome her nighttime anxiety. After proving to them that she 
was alive and healthy, Ayelet no longer had that nightmare, and she 
started sleeping in pajamas. However, these incidents occurred much 
later, when she already had a boyfriend who took her to all four 
hospitals where she had been, in an effort to help her recover from 
that trauma. 

Treatment of anxiety lasted six weeks, in sessions held twice 
weekly. This stage of treatment was terminated when Ayelet started 
taking driving lessons (in the 18th week of treatment). After three 
months of lessons, she received her driver’s license. 

We were ready to start working on problems relating to vocational 
and social skills and the environment. 


II 


Urging Ayelet to Start Studying 


It had seemed as if Ayelet needed to overcome her OCD and anxiety 
reactions as a preliminary step toward starting to learn a profession. 
When these goals were accomplished, I began to hope she would be 
able to start planning her life and filling it with contents that would 
satisfy her. 

At the 19th week of therapy, Ayelet no longer suffered from the 
OCD or her fear of going out, but she still had the hospital-related 
nightmare. At this time, we started working on her vocational future, 
which she had not addressed in any way. Ayelet was afraid that people 
would discover she was ‘too stupid’ and incapable of learning. She 
refused to try to do something ‘smart’. Also, she feared communicat- 
ing with people. Vocational problems may be the outcome of skill 
deficits and of anxiety (Hops and Greenwood 1988). Ayelet’s 
treatment, therefore, focused on both these components. We started 
looking at newspapers for classified advertisements about work or 
study. She was instructed to make supported, guided telephone calls 
to find out details, and to go to her high school to ask for transcripts 
of her grades. I asked Ayelet to go interview for jobs in which she had 
no interest — just to practice how to talk and present herself. Then, she 
agreed to register for a ten-month course as a medical secretary. She 
was ovet-qualified for the course, but it provided good practice in 
riding public transportation, being with people, and taking tests. As I 
expected, she was the best student in her class and completed the 
course with honors. However, she still did not believe in herself and 
found it very difficult when she had to start working as a medical 
secretary. She feared criticism, failure, and not doing her job perfectly. 
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Next, Ayelet enrolled in a one-year reflexology course. She would 
not let anyone else touch her to practice the exercises on her, but 
always volunteered to practice on others. She enjoyed the course and 
she finished first in her class. 

Following these two courses (two years after starting therapy), 
Ayelet enrolled in special education studies in college, which was the 
field she had secretly dreamed of pursuing. The first year of her 
studies was very difficult; she often threatened to leave and feared 
failing. Being very honest, frank, and naive, Ayelet, in a dynamic 
group session for students, talked about her past. The faculty were 
alarmed, and her adviser recommended that she leave school. Upon 
Ayelet’s request, I contacted the adviser to inquire why, and she tried 
to persuade me that it would be too dangerous for Ayelet to continue 
studying: ‘She might break down and be hospitalized again.’ J felt her 
instructors were terrified of her. It came to a point where I had to sign 
a contract where I took all responsibility for her condition and 
offered to be involved in every aspect of her studies. I urged her in- 
structors to treat her the same way they treated all the other students 
and not to hesitate in giving her feedback and criticism. During that 
year, I worked with Ayelet very closely on issues that arose relating to 
her studies, and I frequently conversed with her academic supervisor. 
As previously, Ayelet was continually the best student in her special 
education studies. At the time of this writing, she is working as a 
teacher, after receiving her bachelor’s degree and her teaching permit 
in special education with high honors. Still, things are not easy for 
her. She was offered a job, began working as a teacher in a special 
education school, and received very good feedback from parents and 
students. However, soon after, the school heard about her past, and 
they fired her with no justification. Ayelet came to consult with me as 
to whether or not she should complain and sue them, but together we 
decided it would not be in her best interests psychologically to 
become involved then in legal battles in the courts. I was sure she 
could find another job where she would be much more appreciated. 
Soon enough, Ayelet did find employment, and now she teaches in a 
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special education class integrated in a regular school, enjoys her 
work, reveals great sensitivity to her students’ needs, and is well liked 
and respected by teachers, parents, and students alike. 


I2 


Social Skills Training 


Social relationships are a very central component in the ability of 
youngsters to adjust and adapt to a healthy life style. A lack of social 
skills and social competencies is considered to be a main reason for 
the development and maintenance of childhood disorders (Hops and 
Greenwood 1988). During the last decade, there has been an increase 
of interest in peer relationships among therapists. Also, there is a 
growing awareness among therapists and researchers of social rela- 
tionships’ influence on healthy adjustment. These recent trends have 
resulted in concentrated efforts to develop social skills training 
programs to help children overcome difficulties (Hops and 
Greenwood 1988). 

Ayelet’s social competence had improved even prior to direct in- 
tervention, during our work toward fear reduction, exposure tasks, 
and vocational integration. We started working directly on her social 
skills (Hops and Greenwood 1988; Thyer 1991) in the 24th week of 
treatment. At that time, Ayelet began studying in the medical 
secretary course and meeting people through her classes. With my 
support, Ayelet started improving her social relationships by making 
phone calls to schoolmates. She continued by going out to the city 
center and saying hello to old friends she happened to meet on the 
street. Gradually, she even dared inviting an old friend to come visit 
her. 

In one of her visits to a local shopping center, she met a male friend 
who lived not far from her, and they started dating. Ayelet was very 
shy at first, and hesitated whether she should meet him. Several 
things helped her continue meeting him at that first stage. First, this 
coincided with the time we worked on social skills, and dating him 
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was a very good opportunity to exercise going out, meeting people, 
being assertive. Dating thus fit in as part of her training. Second, 
Ayelet was very lonely and felt she needed close people to be around 
with. Third, this man, who is now her husband, is a very optimistic, 
positive-thinking person, with lots of humor. He is also a very per- 
suasive person. As he met Ayelet, he fell in love with her, and didn’t 
let her go out of his sight. Quite soon, they developed a close rela- 
tionship, very honest and open. So, they started sharing their 
problems and history. Their relationship became an important part of 
our sessions. At this time it contributed a lot to Ayelet’s social skills 
training. Later on (as I will describe in the next section), he joined our 
sessions and it was an important part of working with Ayelet on 
self-acceptance and ability for sexuality and love. This friend is now 
her husband. He was, and still is, the principal support system en- 


couraging her to continue her attempts to cope better and to change 
herself. 


13 
Starting the Journey 
Toward Self-Acceptance 


Forty-two weeks after the beginning of intervention, we started 
working toward self-acceptance. Ayelet suffered from insecurity, a 
lack of self-confidence, and overly critical self-evaluation. However, 
her tremendous motivation had caused her to begin the process of 
changing these even before we targeted them directly. As a conse- 
quence of her success in overcoming her various anxiety and social 
disorders, she had slowly been able to feel confident enough to go out 
and meet friends. She had started showing her grades off with pride. 
She had even started to put on some make-up for the first time. Still, 
she found it hard to accept, love, and live with herself. So we started 
working on her perceptions of the self and the world. 

Ayelet’s daily language was full of metaphors. She used to say that 
she was full of garbage and that there was an urgent need to clean this 
up in order for her to be able to live a normal life. These 
client-generated metaphors, to use Kopp’s (1995) term, introduced 
by Ayelet routinely as a part of her regular life, served as mirrors re- 
flecting her inner images of self, life, and others. Like Alice in Won- 
derland, as Kopp proposed, Ayelet could go through the looking 
glass and journey beyond the mirror’s image, entering the domain of 
creative imagination. Mahoney (1991, 1995) suggested that images 
could become a key to unlocking new possibilities for self-created 
change. Slowly, each week, using metaphor sessions, I was able to 
enter Ayelet’s world. I helped her enter the metaphor of cleaning up 
the garbage, and while imagining herself as a cleaning lady, we 
looked at all the things we were able to throw away, such as her OCD, 
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fears, and anxieties. Ayelet was happy to notice the expanding 
garbage can, and said she felt better when she was cleaner. 

I felt that the chances of future success would be greater if we took 
the time to evaluate and assess Ayelet’s success over the past year. I felt 
that helping her to evaluate and appreciate what she had already 
achieved would increase her motivation and ability to work toward 
those things she had not yet been able to overcome. In that year, 
Ayelet’s behavior and functioning had changed and improved signifi- 
cantly. She had established friendships and good relationships with 
her family and had experienced success in school. During that time, 
she also had ceased vomiting or using laxatives to induce diarrhea. 
Although she was thin, her weight had remained stable. 

After taking time out (several sessions) to review her successes, we 
started once again to work on those things she was not yet effectively 
changing. For example, Ayelet continued to find it difficult to eat 
normally. She would not sit down to the table, and would eat only 
when no one saw, and only in little bites. She still suffered regularly 
from stomach aches and used medication to empty herself. 

Most of Ayelet’s previous therapists had tried to help her change 
her self-image. Her cognitive therapists had emphasized changing 
Ayelet’s automatic thought of ‘How fat I am’ into a mediated thought 
of ‘I’m thinner than I need to be’. Her dynamically oriented therapists 
had translated her eating disorders or body image into symbols of the 
relationship with her parents. All of these trends had increased her 
rejection and resistance to change. Ayelet had continued wishing to 
be thinner than she was, and she still avoided eating unless she felt she 
was absolutely starving or was being forced to eat by others. 

Ayelet’s attitude toward herself had not sufficiently changed 
during the first year of therapy. I felt the need to try something 
different from what she and her previous therapists had been doing. 
At first we tried to pinpoint how Ayelet perceived herself by making 
an ‘evaluation circle’, an evaluation method used by Wozner (1985). I 
told her: ‘Each of us has many circles of people we know. In each 
circle, people know us in a different way. The closer they are to us, the 
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more they know about us. So, how about if we learn what people 
think of you? Let’s start with strangers, people on the street — the 
farthest and most distant circle. If you walk in the street and people 
you don’t know see you, what would they say about you?’ Ayelet, 
after hesitating a bit, replied: ‘I think they would say, “Here’s a tall, 
okay-looking girl.” I viewed this as progress because until a few 
weeks earlier, she could not say anything good about herself. Now 
she was able to understand that others saw good things in her, but she 
herself could not yet. The next step would be to help her stop seeing 
herself so poorly, and the final step would be to assist her in 
becoming able to accept herself and see herself as a good-looking as 
well as good-natured person. 

We continued with our evaluation circle; I asked her, ‘Now, 
imagine you're being watched by people from your neighborhood. 
They’re not your friends, but they know who you are. What would 
they say?’ Ayelet answered, “They might add that I’m polite, I greet 
them nicely. Maybe a bit strange because I always have my head 
down. But I’ve changed a lot lately since the time when I lost all that 
weight and I was hospitalized.’ 

The next circle consisted of distant or extended family members 
such as cousins, aunts, and uncles: “What would they say?’ Ayelet 
smiled and replied, “Well, they’re prejudiced. They think I’m a clever, 
pretty, wonderful girl who just needs to get rid of some craziness that 
came over my mind.’ I asked her to think what contribution her 
friends would make to this evaluation, and she answered, “Too 
sensitive, very emotional, nice to everyone but herself.’ 

I then asked Ayelet what she thought of herself, what she would 
add. She smiled and said very softly, ‘I know everyone thinks I am 
good looking, maybe even beautiful. I already told you that I believe 
them, maybe they see me correctly and I am beautiful. But I don’t feel 
pretty. I can’t help myself from feeling that I’m too fat, and too ugly. I 
know that’s not right, but I still think like that.’ Ayelet was also now 
able to say, ‘I know people think I’m smart and pretty, but I feel 
insecure. I know they’re probably right and I’m wrong, but I don’t 
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like myself. However...I don’t think I’m still thinking of myself as 
being bad and evil, and I certainly don’t want to die anymore. I know 
I want to live. But I wish I could feel and think about myself those 
same good things that others do.’ We thus discovered the gap 
between what she knew and what she felt. 

We used acceptance methods (Mahoney 1995; Rosenbaum 1999) 
in order for her to learn to accept and live with herself (Ronen 
1997b). As I mentioned before, this tendency of feeling better with 
herself started even before we treated it. However, in therapy we 
focused on facilitating a better acceptance of herself, and on 
changing her passive acceptance into an active ability to love and ap- 
preciate herself. 

Ayelet repeatedly stated that she had ‘some bad things’ deep inside 
her and that she would never recover if we did not deal with them. 
She often talked about ‘the big black hole of nothing’, ‘falling down 
into the nothing’, and ‘a big emptiness inside’. At this stage in the 
treatment, I asked her to lead me into her big hole. I wanted to learn, 
together with her, how this ‘hole of nothingness and emptiness’ 
looked. I assured her that I could throw her a rope ladder into the hole 
and help her climb out. This trip was not easy. It involved tears, 
sobbing, and sorrow. Ayelet thought the ‘real issue’ to be treated 
related to her dark hole. I thought that the real issue was the way she 
did not like herself, and could not accept the way she looked or 
behaved. I believed that by finding significance to her life, and filling 
the big hole with self-evaluation and self-love, she would stop feeling 
empty. I suggested that Ayelet replace the metaphors of emptiness and 
hole of nothing with the metaphor of gaps. She accepted this idea, 
demonstrating progress. We defined our next target as helping her 
accept herself similarly to the way in which others related to her. 

In trying to pinpoint what about herself she had difficulty 
accepting, we realized the issues were related to her appearance, her 
thoughts, and her emotions. I worked with her toward acceptance of 
her thoughts and emotions as her one and only irreversible truth, but 
one with which she had to learn how to live. For example, when she 
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commented on her being too fat, I accepted this belief sadly, “Well, 
unfortunately, not all people can be as thin as they want or look as 
nice as they wish. I am sorry you belong to that group of people, but 
that’s what you are. Now let’s see: What does it mean for you to be 
too fat? How does a fat person feel? How does a fat person walk the 
street? What kind of thoughts do fat people have? How terrible is it 
for you to be so fat?’ 

This response on my part was very unfamiliar to her. However, this 
approach constitutes what I believe it means to accept the other’s 
person meaning making and to work toward a true understanding of 
the client’s beliefs. Throughout all of her previous treatment experi- 
ences, she had been guided toward changing how she viewed herself, 
and suddenly I did not argue with her, nor did I try to show her the 
distortions in her thoughts. I accepted what she said, and she did not 
know how to react. She was silent for a long time, and then she said, 
‘Well, I always thought that I had to fight in order to be perfect, and 
that I don’t deserve to live if I’m not perfect. I know I’m not perfect, 
but what you say is that I can still live! I never thought of it like that.’ 
As a next step in enhancing Ayelet’s self-acceptance, I introduced my 
adaptation of the continuum method used by Christine Padesky and 
Kathleen Mooney, in their Center for Cognitive Therapy in Califor- 
nia. The aim of working on such a continuum is twofold. First, it helps 
clients attain a more realistic perception of their problems. Second, it 
improves clients’ self-evaluation by teaching them how to rate them- 
selves in relation to: others (e.g. peers); a different time in life (e.g. last 
month); wishes (e.g. the ideal situation or desired behavior); or a 
different component in functioning (e.g. extent of tics in English 
versus math class versus recess) (Ronen 1997b). These comparative 
ratings help the client move from a basic holistic view of ‘all or 
nothing’ (which causes one’s self-perception as ‘a nothing, a failure’) 
to be changed into a view of oneself as lying somewhere in a good 
position along a continuum of other people or situations. 

For Ayelet, I prepared several continua. First, I asked her to rate 
each of her friends and her family members in relation to ‘how good 
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they look’ ona scale of 0 to 10. She did not put anyone on 10, but did 
place one of her cousins at —2. She then regretted doing so, saying, 
‘No, she also has some good sides. I’ll give her a 2.’ I asked her to 
assess what she thought of all these people, and she had mainly good 
things to say, even about the cousin rated 2. The I asked, ‘Could it be 
that they, too, are not perfect in their appearance, yet they still have 
reasons to live?’ 

Next, I asked Ayelet to put herself on the continuum in relation to 
others, and at first she refused. After a while, she put herself on 7 and 
laughed. “Well, maybe I’m even an 8. I don’t know.’ Ayelet had 
already stopped looking at herself as an ugly fat girl, but she found it 
hard to admit that she had better thoughts of herself. I asked her to 
rate herself on that continuum in relation to her appearance three 
years ago, in relation to her desired appearance, and in relation to the 
way she believed she really could look in the future. When we sum- 
marized these scales, Ayelet admitted that she was in a ‘good position 
in the middle or maybe a little higher’. As a homework assignment, 
she was asked to rate her appearance every day as she felt and thought 
of herself in relation to: (a) the day before, (b) her friends, and (c) her 
family. 

She practiced this method for more than a month, bringing me 
each continuum at the start of our weekly sessions. We examined and 
re-examined the questions: ‘How do you feel about yourself today in 
relation to how you used to think and feel about yourself? What 
other changes would you like to achieve in your feeling? How do you 
think you can contribute to this change?’ 

The change in Ayelet’s self-evaluation was evident from the 
changes that evolved in her appearance. When I first met her, she 
would wear long oversized black sweaters and would tie her hair back 
very carefully. She continued wearing black; however, her clothes 
became tighter fitting and shorter, and she began to use colorful ac- 
cessories such as red ribbons or multicolored vests. She started letting 
her hair down loose and became more and more beautiful. (A year 
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later, when she started therapy with her boyfriend, she wore shorts, 
and he told me she was wearing a bikini to the beach!) 

At the two-year mark of therapy, Ayelet continued to refuse to look 
at herself in the mirror or to perform any exercise I suggested relating 
to a mirror. However, I thought she must get acquainted with her real 
body. I decided to use Mahoney’s (1991) method of mirror working. 
She agreed to use a very small hand mirror. We began with her 
looking only at the toes on her left foot. She laughed while doing 
this, hesitating a little, but, as usual, she tried to do her best. In that 
session she became able to move the mirror and look over her whole 
leg. Over the next four weeks, she was asked as homework to look at 
one additional body part each day and then to demonstrate this to me 
during the sessions. As she progressed and she was able to look at her 
body, she could admit she was not that bad looking. However, she 
was too frightened when it came time for her to look at her face in the 
mirror. Exploiting her creativity, in the next session I made her 
prepare masks, color them, and look at herself through the masks. It 
was a very fun session because she made masks of witches and 
laughed when she looked at herself. She kept changing masks, from 
that of a man to that of a woman. Finally she said, “Well, I wouldn’t 
like to be a man. I want to be a woman. Do you think I will ever be 
able to have a normal life, have sex and children?’ 

It was the first time Ayelet had mentioned sex, which had been a 
taboo subject before. She then began talking about her fears that she 
would be unable to have children because of her previous medical 
problems. I realized she could now conceive of herself as a sexual 
woman, and she was beginning to accept her urges and needs. She 
was already dating her boyfriend, so being concerned about her 
sexuality was not any longer generalized anxiety but a specific fear 
whether or not she could build normal healthy relationships with 
him. At first, she was very much ashamed of her past history. She 
expected her boyfriend’s family to reject her and get against their 
relationship. He urged her not to share her past history with people 
(especially his family) before they learned to know her closely. He 
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trusted that when people got to know her better they would love and 
respect her. Then they would not be frightened by her past, but learn 
to respect her coping abilities. He was right. As soon as his family 
learned to know Ayelet, they started to love her. 

The experience with her boyfriend and his family was very 
important for Ayelet. She learned that she could control her life 
without being haunted by her past. But this is not something that 
came immediately or naturally. We had to work and deal with it. Only 
after a long time as a couple did Ayelet learn that love and trust can be 
a wonderful change agent, and that she had nothing to be ashamed of 
or needs to conceal. 


14 
Incorporating Ayelet's Creativity, 
Imagination and Talent 


Ayelet demonstrated a great creative urge: She wrote poetry and 
stories, kept lists, painted, and shared her daydreams and nighttime 
dreams. Around this time, as we worked on her self-acceptance, I 
decided to tap her creative imagination as a technique for change 
(Ronen, in press). Lazarus (1984) compared the brain to an extremely 
intricate and dynamic computer that stores voices, pictures, and 
images. Each event is transferred into images and thoughts that 
influence our actions. The brain collects many creative solutions if we 
are inventive and allow images to arise. Ayelet showed an aptitude for 
using her creative skills, implying that she had the courage to take 
risks. I could challenge her during every session to imagine herself 
coping, progressing, and entering a new world of excitement and ex- 
periences (Ronen, in press). 

In view of Ayelet’s difficulties talking about sensitive issues and 
the fact that she drew and painted regularly, I asked her to let me into 
her world through her art. After several sessions of artwork, she 
arrived one day with a big portfolio of all her pictures from the period 
of her hospitalizations (see Part I of the book). She put the portfolio 
down in front of me, saying, “This is my world of emptiness and 
nothing. Take it. [don’t want it anymore.’ All of the drawings were on 
old parchment-like paper, in black ink. All of them showed human 
figures, but there were no signs of sexuality. The figures looked like 
trees, and most seemed — from their long hair — to be of women, 
always in a gesture of prayer, crying or asking for help. 
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During that part of treatment, we used many metaphors. Ayelet 
used to talk about the black hole she was in and about the emptiness 
she was sensing. I used to ask her to imagine she was in that hole. I 
wanted her to try describing what it was like to be there. Then, 
gradually, I asked her to try bringing me inside that hole. Together, 
we would find ways out of there, find ways to brighten the hole, and 
discover things with which to fill the emptiness. 

Lused positive creative imagination to help create a good picture of 
the future (Ronen, in press). At first, this future had to be ‘in 500 
years’ time’ because Ayelet did not believe it was possible. Later, as she 
became able to imagine some of the good things that could happen 
500 years on, we could start making them come true earlier. 

I believe that trying to speak in her language — of metaphors, 
imagery, poetry, drawing, and art — was the main tool that helped me 
bridge the gap between Ayelet and myself, and between her sickness 
and health. 


15 
Couple Therapy 


When Ayelet started dating and fell in love, she shared her relation- 
ship with her boyfriend with me. As the relationship became serious, 
she insisted on me seeing her together with her boyfriend. First, she 
wanted him to know exactly who she was, with no secrets or 
surprises. Second, she wanted him to know all the possible risks to 
their future together. Third, she wanted my help in learning to live 
together, starting to have sex, and overcoming some of her inhibi- 
tions and intimacy difficulties. Finally, Ayelet emphasized the fact 
that since they were serious about each other, she and her boyfriend 
needed to receive guidance. 

Ayelet’s boyfriend was the best thing that could ever have 
happened to her. He adored her yet never gave up his wish for her to 
change. He asked my advice on ways to help her. He made her change 
the way she dressed, daring her to put on more attractive clothes. He 
made her join him in social activities and dance together. He did not 
fear her rejection of sex and consulted me about how to overcome it. 

It is important for me to add that the relationship between Ayelet 
and her boyfriend did not develop as a fairy tale. It was not as if they 
felt in love and everything was immediately perfect. However, there 
was enough basic love and trust to ensure that they would be able to 
solve these conflicts, and find a way to live together. For example, 
trying to overcome their sex problems, they worked together on as- 
signments such as standing naked in front of the mirror, looking at 
themselves while hugging and kissing. He could help her where I 
could not, and with lots of love and care, he helped her to have sex 
and enjoy it. 
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At the time of this writing they are married and living happily 
together. They are a very loving couple. He works in the military, and 
she teaches her special education class. Together, they are raising their 
two young children. After they married, they used to come to me once 
in a while, mainly for consultation. She is very dependent on him, and 
eats almost normally in his presence. I still do not trust her eating 
habits when she is alone. As of now, she eats well for her husband’s 
sake, but I also think that her eating and health habits have changed 
during pregnancy and will improve still further as a natural result of 
her desire to be a good mother. 

I believe that motherhood is very good for Ayelet. She is a good 
mother and wife. The pregnancy has made her more calm, relaxed, 
and accepting. She found it to be a corrective experience, assuaging 
her concerns about her own femininity and fertility. As far as her 
maternal capabilities, Ayelet’s experiences have taught her to be very 
sensitive and considerate of others and have given her tools to cope 
and overcome serious hurdles. Both these aspects should serve her 
well as a new mother. 


16 


Interim Summary 


Ayelet was in therapy for four years. Over the years of treatment, 
Ayelet evidenced remarkable changes in all areas of her life. In 
keeping with the multiple-treatment design, each of her problem 
areas other than eating disorders and self-acceptance (family, OCD, 
anxiety and fears, vocational, social skills) did not improve until we 
started treating it. Then, each improved greatly soon after we started 
working toward change. Post-treatment self-evaluation revealed sig- 
nificant improvement in comparison to baseline assessment. 

Working on familial change improved the quality of relationships 
between Ayelet and each of her parents, with an increased ability for 
emotional expression and physical touch. This first area of change 
was a lasting one that continued improving over the years of 
treatment. Ayelet was very motivated for change and did her best to 
comply with therapy, as manifested in the change she evidenced in 
her OCD, anxieties, and fears. Major progress was also evident in 
Ayelet’s vocational involvement. At first, she was not able to discuss it, 
make phone calls, or look at the classifieds. Yet, within weeks, she was 
able to enroll in a course of study. She graduated the four-year 
bachelor program in special education (with honors), obtained her 
teaching license, and began working as a teacher in a special 
education class, which she continues to do to this day. 

Ayelet started acquiring social skills while we worked toward fear 
reduction and exposure tasks, but she felt more secure and ready to 
communicate with friends later on, as we practiced social skills. An 
impressive area of change was Ayelet’s self-acceptance and self-evalu- 
ation, which underwent changes even prior to direct treatment. As we 
started working on these directly, she became able to compliment 
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herself and admit her own abilities. She turned into a pleasant, happy, 
nice young woman. Ayelet today appears self-confident and secure. 
The most striking change in her is the way she stopped perceiving 
herself as a bad person. She is now able to say that she is a good 
teacher and a good wife and mother. She even seems to like herself. 
Ayelet does continue to be very sensitive and perfectionist. She needs 
to do everything the best possible way, works hard, and cannot 
accept incompleteness. 

As I mentioned above, we never worked directly on Ayelet’s eating 
habits, but these demonstrated improvement while her other 
problems were in focus. Gradually, as she felt better adjusted in her 
family, less anxious, more successful vocationally and socially, and 
more accepting of herself physically and emotionally, Ayelet stopped 
using laxative medications, stopped vomiting, and started having 
regular bowel movements. Today, six years later at age 27, she still 
worries about gaining weight and carefully watches everything she 
eats. She says that the anorexic thoughts are always on her mind, and 
she doesn’t believe she can get rid of them. However, now she is also 
certain that she does not want to lose weight or endanger her life. She 
eats because she has reasons to live a healthy life — a husband, 
children, work, and family. 

I do not know how to end this story. There is no end. It is the story 
of a struggle that continues every day. But each time there is more 
hope, and more smiles. I believe that love, trust, and hope are really 
the most important features in helping Ayelet live with herself and 
progress. 


PART III 


Ayelets Story 


Life after Anorexta 


I 


Feedback 


It is strange to think of myself as someone who used to be anorexic. I 
feel now like somebody standing on one side of the ocean, talking 
about someone who has been left behind on the distant shore. 

Writing this book was a special experience for me. First of all, 
because it gave me a chance to go back and understand my past better. 
But also, because I was fortunate enough to be able to become ac- 
quainted with all the considerations leading Tammie to treat me the 
way she had. I saw her, as my therapist during treatment, as a very 
empathic, creative, smart, sensitive person. Writing this book 
together enabled me to learn more about her doubts, fears, and uncer- 
tainties. I realized that she was not so different from me. We share 
many of the same kind of feelings and the same kinds of thoughts. 
But, we behave differently. This made me eager to continue learning, 
progressing, and working to help others the way she helped me. 

While writing this book, Tammie reminded me of many things I 
did not recall. It is strange how I can remember each word of our dis- 
cussion as we started couple therapy together with my husband, but 
how I forgot so many things relating to earlier periods. Maybe this is 
because I do not like the person I was, and I wish to put behind and 
forget those periods of my life. 

For example, my treatment started with family therapy; yet, I have 
no memories from those sessions. How can that be the case? Did I 
dislike these sessions? Were they less significant than other parts of 
my therapy? Was I embarrassed by all the things we had to talk about 
in my family? 

Several memories relating to my anorexic problems are still very 
vivid. My parents always insisted that I gain weight and wanted 
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Tammie to help me start eating. Tammie, on the other hand, backed 
me up, saying that she was not going to deal with pounds. She said 
she did not wish for me to gain weight and did not want to be kept 
occupied by weighing me. She said that what was important for her 
was that I feel good, be healthy, and try not to lose weight. That was a 
real starting point for me. Immediately, she recruited my cooperation. 
[also appreciated the fact that Tammie wanted the two of us to make 
a treatment contract, considering my wishes and cooperation. Unlike 
other therapies, it was not Tammie deciding and me needing to 
comply. Neither was there a coalition between my therapist and my 
parents against my wishes. Here, for the first time, I would receive a 
mutual, equal contract. I felt I could trust her and open up to her. 

I was happy with the way Tammie demanded that my parents let 
go of me, refrain from interfering, and allow me to be responsible for 
the treatment. For the first time, I felt that maybe I was a grown-up 
person who could even perhaps be trusted. 

I was also fascinated by the fact that I received Tammie’s permis- 
sion to call her between sessions and talk with her whenever I felt the 
need. Treatment was not as formal as I was accustomed to, e.g. me 
talking, and the therapist listening. We were talking together, 
sometimes joking or laughing, sometimes even crying together. I felt 
I had a partner with me, not against me. 

I was faced with a new kind of relationship, with which I was unfa- 
miliar. For the first time, I started feeling that maybe there were hope, 
optimism, and good things waiting for me in the future. 

By accepting my thoughts and emotions, through a long process, 
the change has occurred. 

Finally, I found myself accepting different behaviors, different 
ways of thinking and feeling and believing. I cannot tell exactly when 
it happened. It was a very slow, gradual process of acceptance. 
Tammie helped me achieve our goals in the treatment by learning to 
know who I was, learning my kind of language, and becoming part of 
my belief system. Only then could she help me change and choose 
another way to live. 


2 


And What Now? And What Next? 


During the last few months, and especially as an outcome of writing 
this book, I keep asking myself: So, who am I? What has really 
changed? Did I really change? How can it be that Iam married and 
have a husband and two children and a good job? Am I different? 

We were looking at my drawings from the past, of very pessimistic, 
black, thin, asexual figures. Tammie asked whether I had any recent 
drawings and writings. After being released from the last hospital, I 
had stopped writing and drawing. But, as I started my studies for 
special education, we had art lessons, and I was asked to write and 
draw again. I searched through my old notebooks and found some as- 
signments I had done. When I compared these with the old drawings 
and writings , I found both similarities and changes. I was amazed by 
both, and the comparison helped me learn more about myself, my 
way of thinking, and my way of interpreting the world. 

First of all, the most notable change is the kind of paper I used. At 
the hospital, I used to write on small pages of yellow, imitation old 
paper. The new pictures I drew were on big sheets of white paper. 
Also, the new drawings were no longer limited to black pen, but 
rather were colorful with a variety of shades and hues. I even used 
colors that could be spread around and were not as controllable as the 
pen I used before. Tammie said that colors indicate the variety of 
emotion one is able to express, and that erasing and using only pen or 
crayon might attest to anxiety and a need for control. So, I am no 
longer that anxious person I was; I can show a larger range of 
emotion; and I can allow myself to give up control sometimes. 

It was interesting to see that the motive of water that had been part 
of many of my drawings in the past also appeared in the later 
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drawings, but differently. In the past, I used to draw tears, symbols of 
pain and agony. In the later drawings, I drew running water. The 
water symbolized life, fertility, and happiness. One of my more 
recent pictures, Drops of Water (illustration 21), depicted a faucet and 
drops of water coming out of it. It was colored in brown, blue, and 
yellow. 

Looking at this picture, it seems obvious that a faucet is something 
that can be turned off and turned on; that is, it can be controlled. 
Under this drawing I had written: 


Water in the glass, water in the sea, water in the swimming pool 
Water running, water in the faucet 
Dark water, pure water 

Sweet water, bitter water 

Warm water, cold water 

A drop of water 

An endless amount of water 

Water, water all day long 

Water for the whole world 

My water, your water 

The water of and for all 

Your hand will be the one to decide 
What kind of water it will be 

You, me, maybe someone else 

I am different, I have changed 

But I am still me 


Another recent drawing, Watering the Earth (illustration 22), was of a 
human figure. Again, it was drawn on a large sheet of white paper. 
The person was watering the ground. It is very obvious that in 
contrast with the past, the dark sad past, this drawing was very opti- 
mistic. The human figure wanted things to grow and therefore 
watered them. Also, this was the first figure showing some visible, 
distinct sexual signs, albeit male. At the age of 22, after three years in 
therapy with Tammie, | still had not drawn a sexual woman. Yet this 
man represented me. His watering figure was a symbol of strength, 
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Illustration 21 Drops of Water 


Illustration 22 Watering the Earth 
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using the water to break the underlying rock. Again, I depicted a 
person who can control difficulties and overcome them. In all those 
more recent pictures, difficulties exist, but strengths are also present 
and can be controlled. 

The third item I found was a sculpture I made during my studies. It 
was a piece of artwork presenting both the inside and the outside. In 
the past, my insides (me and my soul) were something black, terrible, 
and painful, whereas outwards I presented an external world that was 
good and pure. This piece shows a great deal of strength on the inside 
as well as on the outside. It is no longer black, but rather bright. It 
portrays lots of hope and faith. As I had to hand in this assignment, I 
also wrote something that went with it: 


There ts outside, but there ts also inside 

There is everything 

And I have eyes to look and see, and if need be, even glasses 

And I have ears to hear and listen, and if need be, even hearing aids 
And I have hands, and legs to touch and feel and sense 

And I have a heart to love 

And I have someone to love 

And he also has an inside and an outside 

And I chose him 

And he is mine 


The writing piece accentuates the integration I was able to create. 
Bitter and sweet, ugly and beautiful. Accepting all the variety of 
emotion and behavior. In the past, things for me were black and 
white. Now, everything is colored. Everything has it own place. 
One main issue that has certainly changed is my priorities. Food is 
not my main concern any longer. It is not that I don’t want to be thin. 
Neither do I mean that I don’t hesitate when served food or when I 
need to eat in front of other people. Food was, and still is, a problem. 
In fact, I believe that I will always have these anorexic thoughts about 
the need to be thin. However, while in the past these occupied my 
mind and comprised the main issue in my life, now they are pushed 
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aside. There are many other, more important things to be busy with 
and think of. For example, during my pregnancy, I learned to identify 
the feeling of hunger and realized it was important for me to eat for 
the baby’s sake. While in the past I used to ignore such feelings and 
push them away, now I did the opposite. I tried to identify the sense 
of hunger and eat while feeling it. Tammie helped me accept that I 
didn’t have to eat a lot. I never needed to overeat to the point of 
feeling too full. But I did need to eat something in order to keep 
healthy and take care of myself and my baby. So J ate a little bit, kept 
feeling good about it, and was proud of my ability to behave 
maturely. Because I didn’t eat too much, I didn’t have those terrible 
feelings of self-blame or physical pain. So, I learned to eat. A little, but 
enough to stay alive and healthy. 

Another thing I learned through therapy was the different roles 
played by food in my life. I learned to stop using food when I wanted 
to express something (mainly, to fight with my parents). It stopped 
being my way of assessing my own self-acceptance. So many times in 
the past I ate, or did not eat, because of different kinds of emotions 
unrelated to the need for food. Now, I am trying to deal with the 
emotions themselves, and I certainly do not do so by using food. 
Thus, food has no emotional role anymore. Food is food. It has 
returned to its rightful place. Eating or dieting is no longer a substi- 
tute for any kind of emotion. It is something you do to stay alive, to be 
healthy, or sometimes just to enjoy it. 

Talking about comprehending food’s rightful place, I think there 
were several factors that helped me reach that point. One was 
working on my emotions, self-acceptance, and self-confidence 
during therapy. Another was the fact that my relationships with my 
parents had changed, and food was no longer an issue in my family. 
Yet, a main factor affecting this change was related to my husband 
(who was my boyfriend at the time) — the way he helped me learn to 
eat again. Tammie used to say that my boyfriend was her change 
agent and that he was her main helper. They used to exchange smiles 


194 / In and Out of Anorexia 


when she said things, and my then boyfriend proudly would turn to 
me, and say: “You see? I told youl!!!’ 

My husband first of all accepted me as I was, with my problems. 
And despite all that, he kept thinking that I was wonderful. I used to 
talk about my problems, and he used to talk about how beautiful, 
smart, and sensitive I was. So, slowly, I began looking at myself with 
his eyes, trying to find the whole me, this wonderful personality who 
had impressed him. The exercises in front of the mirror, me alone and 
the two of us together, also helped. 

From the start and up to this day, my husband and I share food and 
share plates. We eat together. We don’t have his plate or her plate, but, 
rather, our plate. In the beginning, eating from the same plate, as 
something that combined us, that we shared together, made eating 
easier for me. 

I guess some health problems will always remain with me. I often 
suffer from all kinds of stomach aches, suffer from constipation, and 
sometimes vomit. Expecting all these problems to disappear 
magically, as if they never were, is only a dream. But, after fearing that 
I would never be able to get pregnant or have a child, I am deeply 
thankful for the fact that I could have that, and have a normal life. In 
contrast to the kind of pain I would have endured if I were childless, 
these pains have simply become something I learned to live with and 
accept. In the past, I used to wish it would all disappear, and I would 
work toward overcoming it. However, another thing I learned in 
therapy was that there are some things you can overcome, but there 
are many you have to learn to accept and live with. Accepting this 
physical discomfort as part of me transformed it into a reminder of 
what I had done to myself. A memory I will always have to live with, 
but at the same time, something I can withstand while continuing to 
conduct a normal life. 

The experience of anorexia taught me an important lesson about 
my body’s needs. I used to fill myself with so many unneeded medica- 
tions: to vomit, empty myself, and lose weight. Now I no longer use 
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any such medications, and I believe that it is important to watch what 
foreign substances I ingest. 

I do sometimes have flashbacks to the awful places I used to be in, 
as if some old movie is running, reminding me of the past. But if I do 
find myself close to those places, and I get frightened, I take care to 
return very quickly, knowing that I don’t need a shelter any longer. I 
have nothing to hide. 

Looking at the concept of hiding is very important. I used to see 
myself as a bad person who deserved punishment. I used to try hiding 
all the garbage inside me. That garbage has disappeared completely. I 
know I am a good person. I’m not always satisfied with the way I 
behave. I always think I can do better. But I do believe that I am good, 
that I deserve to live. 1 know I am important to my environment. And 
the most important thing, I don’t hide. I deal with disturbing issues. I 
talk about them. I don’t try to hide things or ignore them. I know 
how important it is to deal with emotions, as difficult as they are. 

It is hard to understand that anorexic girls do not have misconcep- 
tions relating to other people or to the world, but only misconcep- 
tions relating to themselves. This distortion is strange and difficult to 
accept. How can a girl relate so gently to everyone else but not to 
herself? I don’t have the explanation, but I know this is what 
happened with me as well as with many other anorexic girls. 

The process of change is very tricky and difficult. On the one 
hand, accepting and understanding was very important. On the other 
hand, if I had not been pushed toward change, acceptance alone 
would never have sufficed. I would have stayed the same. So, what 
really helped me was the combination of demanding, urging, and 
pushing, together with empathy and understanding. And most of all 
love, belief, and fantasies of a better future. It was only once I could 
dream of living better and could envision myself enjoying life that I 
was able to start working toward change. 

And lastly (this time, really my last remark), as difficult as anorexia 
is, as low as the rate of success is, there is always hope. One can be 
changed. It is possible to overcome, change, and cope. It is possible to 
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learn to enjoy life. Hope is the most important thing of all. The path 
into anorexia is extremely difficult, but there is always a way out. 


PART IV 


Literature Review 


In this part of the book, I will review the pertinent literature on Ayelet’s 
illness, on the anorexia disorder and its treatment. In addition, I will 
provide a theoretical framework for the cognitive-constructivist interven- 
tion that I applied in treating Ayelet. I will include the basics of cognitive 
therapy and of constructivist therapy, and the treatment process for 
cognitive-constructivist therapy in general and for children and adoles- 
cents in particular. Finally, I will review self-control therapy for children. 
I will describe in detail the theoretical and practical guidelines underlying 
the self-control model that I developed, which I implemented in Ayelet's 
treatment. 


I 


The Anorexia Disorder 


Anorexia nervosa is classified in the literature either as an eating 
disorder (along with bulimia, Foreyt and McGavin 1988) or as a 
somatic disorder (Siegel and Smith 1991). The medico-clinical 
approach defines the illness in terms of its clinical manifestations; that 
is, the presence of some central features necessary for the diagnostic 
criteria (Russell 1995). Its main feature is the restriction of eating 
(Theander 1995). The DSM-IV (American Psychiatric Association 
1994) defines anorexia as a refusal to maintain body weight over a 
minimal normal weight for age and height, with a loss of 15 percent 
below expected body weight. An intense fear of gaining weight or 
becoming fat is experienced, as well as disturbances in perceptions of 
body size, weight, or shape. In girls who already have their period, at 
least three consecutive menstrual cycles are absent. 

The disorder is typically associated with serious electrolyte imbal- 
ances and other medical abnormalities (Palla and Litt 1988). It 
appears that the multiple physiological disturbances are the result of 
the weight loss and caloric restriction, rather than the cause of the 
disorder. Anorexia can pose grave danger to the client, with estimated 
mortality as high as 15 percent (Dally 1969; Palla and Litt 1988). 
However, clients may fully recover, including those who were very ill 
(Theander 1995). Almost all women diet during their adolescent or 
early adult years. However, very few go on to develop anorexia. The 
mechanism that triggers this development is still unknown (Halmi 
1995). According to the medico-clinical approach, there is increasing 
evidence of biological vulnerability in terms of susceptibility to 
disregulation or dysfunction of the neurotransmitter systems that 
regulate eating behavior as well as emotion (Halmi 1995). 
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In contrast, the sociocultural approach to causation views the 
disorder as a response to prevailing social and cultural systems 
(Russell 1995). Modern societal pressures may be responsible for de- 
termining the nature of our clients’ preoccupations, which are held 
obstinately and amount to over-valued ideas (Russell 1995). The 
disorder has undergone major changes over the years, in congruence 
with societal attitudes attributing great importance to female 
thinness. The psychological content of anorexia has evolved from the 
wish to lose weight into clients’ expression of a dread of fatness. The 
strong environmental influence has been linked to the widespread 
emphasis in the media on the importance of looking good and being 
thin, with its focus on the female body. For example, it has been 
suggested that there is a higher frequency of anorexia in an athletic 
environment (Thompson and Sherman 1999), and among fashion 
models, actresses, and dancers. 

Anorexia has become more frequent over the last several decades, 
mostly among the middle and upper socioeconomic classes. It charac- 
terizes mainly adolescents (12 to 22 years old), with a higher 
frequency of girls in comparison with boys. Yet, recently, increasing 
numbers of boys with anorexia are being reported. Bulimia nervosa 
has appeared as a new variant of anorexia nervosa, and has already 
exceeded anorexia in scope. 

As can be seen, all of the above features were present in Ayelet’s 
anorexia. Ayelet was 14 years old when she began dieting. She lost 
over 33 pounds (about 25% of her body weight), she lost her period, 
and she feared gaining weight. 

Anorexia nervosa is a complex disorder (Foreyt and McGavin 
1988). Its complexity has been related to three major issues. One 
concerns the people involved in the disorder’s development and 
maintenance. Anorexia involves not only the individual, but also the 
family and the wider environment. There is, therefore, a need to 
address all of these during assessment and treatment planning. The 
second issue relates to the behavioral, emotional, and cognitive com- 
ponents that influence each of the involved parties. In other words, 
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anorexia comprises a disorder relating to all major components of the 
person’s functioning, rather than a problem caused by one main 
factor such as only the person’s dysfunctional behavior. Third, 
anorexia constitutes an umbrella disorder that encompasses diverse 
elements such as obsessions, poor self-image and self-acceptance, 
anxiety and fears, social skill deficits, cognitive skill deficits, etc. Each 
of these requires attention and, often, different approaches. 

Thus, the complexity of the anorexia disorder has led to the devel- 
opment of various assessment and intervention models that offer 
different explanations, definitions of normality, and suggestions 
regarding what and how change needs to be implemented. One can 
refer to anorexia using a metaphor of three blind people, who each 
possess knowledge of a different part of an elephant and who argue 
as to what an elephant is. Perhaps the only constant factor in this 
ever-changing, complex syndrome of anorexia nervosa (and its sister, 
bulimia nervosa) is that its victims are invariably psychiatrically vul- 
nerable young women (Silverman 1995). 

One of the difficulties in assessing anorexia derives from the large 
population of women who are constantly occupied with their appear- 
ance, dieting, irresponsible eating habits, and disturbances in self-ac- 
ceptance. However, psychological studies have suggested that, as a 
group, anorexics tend to be perfectionists, to feel personally ineffec- 
tive, to exhibit interpersonal distrust, and to lack awareness or exhibit 
confusion over internal emotional and physiological states (Bruch 
1973, 1977; Strober 1980). These features of anorexic females were 
all shown to be less common among normal dieting females (Garner 
1986). 

Ayelet could be a perfect model for the above description. Her 
illness was complex, involving family members and typified by 
complex relationships with them. It was also linked with her social 
relationships. Yet, most of all, Ayelet was a perfectionist, obsessed, 
anxious person, who had always been occupied with herself, her 
emotions, and her position in the world in which she lived. 


2 


Treatment of Anorexia 


During the last decade, many theories, techniques, and interventions 
have been applied to anorexia. Yet the disorder remains a challenge in 
terms of understanding and treatment (Fairburn, Shafran and Cooper 
1999). Anorexia continues to be seen by clinicians as one of the most 
frustrating and recalcitrant forms of psychopathology. 

The complexity of treatment for anorexic youngsters is closely 
linked to the characteristics of teenagers having the disorder. One dif- 
ficulty stems from anorexic clients’ typical reluctance to seek and 
comply with treatment. They demonstrate a tendency to misinterpret 
and a strong ambivalence toward therapeutic intervention (Schmidt 
1998; Ward et al. 1996; Williamson et al. 1999). This reluctance to 
commit to treatment is accompanied by these youngsters’ intense re- 
sistance to change, highlighting the crucial importance of establish- 
ing the client—therapist relationship. 

Other features contributing to the difficulty in treating anorexic 
clients relate to their biased information processing and their denial 
of the danger inherent in their eating habits. Treatment thus also ne- 
cessitates collaboration between physician and therapist. The need to 
control weight loss and eating habits often leads to the implementa- 
tion of treatment in a hospital or institution-based setting. Often 
treatment must be recurrent and prolonged (Freeman 1995). 

Anorexia is treated differently in accordance with various theoreti- 
cal approaches. There have been four major models in treating 
anorexia: biological, psychodynamic, family, and cognitive-behav- 
ioral orientations. I will briefly relate to the first three, and then will 
focus on the treatment I used with Ayelet, the cognitive-constructivist 
approach. 
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The Biological Model 


Research into the biological aspects of eating disorders has examined 
the effects of dieting on neurobiology and neuroendocrine systems, 
in addition to identifying biological abnormalities in clients with 
eating disorders (Wilson, Heffernan and Black 1996). As eating 
behavior can affect changes in neurobiology and vice versa, the 
research in this area is very complex. However, it is agreed that there 
are three possible etiologies for anorexia: the hormonal changes that 
occur at puberty, the relationship between depression and eating 
disorders, and brain functioning. Therefore, treatment consists of 
medication to change mood, emotion, and brain function and to 
induce homeostasis of hormones (Foreyt and McGavin 1988). 


The Psychodynamic Model 


The psychodynamic approach views anorexia as a syndrome of un- 
conscious, internal conflicts that stem from early development. These 
conflicts involve sexuality, autonomy, and identity. Food intake might 
be linked, for example, to pregnancy fantasies, where the refusal of 
food serves as a defense against an infantile fantasy of oral impregna- 
tion by the father (Bruch 1973, 1986). Crisp (1980) has described 
anorexics as having a ‘weight phobia’ that results from fears of matu- 
ration and sexuality. The focus according to this approach is not on 
food intake itself, but rather on the motives and emotions underlying 
the disorder. 

The psychoanalytic treatment of anorexia is directed toward facili- 
tating the development of an understanding of the meaning of the 
client’s communications, symptoms, and emotional life. It focuses on 
an attempt to find meaning in the client’s symptoms. Psychoanalytic 
thinking submits the idea that the somatic state can provide a 
symbolic picture of trauma (Dare and Crowther 1995). Vomiting, for 
example, has been understood as an attempt to eliminate an 
unwanted penis from an oral sexual trauma. Fear of fatness may be a 
rejection of any possible pregnancy. Thinness may symbolize actual 
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fear, and starvation may consist of a symbolic way to express aggres- 
sion (Dare and Crowther 1995). 

Another important aspect of anorexia nervosa within the 
psychodynamic approach consists of the aggressive drive, which is 
viewed as a derivative of the death wish. Dare and Crowther (1995) 
stated that anorexic clients are so controlled, in so much of their lives, 
that they become ‘screaming, scraggy bundles of fury in defense of 
their right to starve’. Whereas the client does not allow herself to 
directly express anger and to enact frustration and rage, self-starva- 
tion is viewed as a legitimate way to express aggression. Another 
aspect addressed by psychodynamic therapy is the fact that anorexic 
clients fear the vulnerability of closeness. Anorexia is thus viewed as a 
symptom enabling clients to avoid close relationships and to gain 
back control over their lives. 

Psychodynamic therapy, therefore, is a process that helps the client 
to become aware of and understand their internal emotional pro- 
cesses, drives, and motives; release their fears; and gain insight into 
their need to use such complex symptoms. An important therapeutic 
feature is the mutual acceptance of the nature of the joint work and 
the alliance created between client and therapist. The therapist tries to 
establish an atmosphere of trust and empathy and to formulate the 
focal hypothesis (Dare and Crowther 1995). Therapy targets 
thoughts and feelings that are not openly expressed but rather are 
guessed to be somewhere in the client’s mind (Dare and Crowther 
1995). Clients are invited to look into their own minds in order to 
understand unconscious difficulties. Then, clients are expected to 
self-analyze their symptoms, their internalized representations of the 
significant people in their lives, and their relationships with them. 
This process is conducted via evolving patterns of feelings between 
the client and the therapists, which create the transference/counter- 
transference relationships. Clients are taught about the function of 
their symptoms in order to be able to release them, and are encour- 
aged to replace the difficult symptoms with different, more adaptive 
behavior (Dare and Crowther 1995). 
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The Family Model 


Family therapy focuses on the complex family social system, in which 
the various family features are seen as part of a complex matrix of in- 
teracting factors (Eisler 1995). Family patterns are considered to 
render an important contribution to the anorexia disorder (Dare and 
Key 1999; Gowers and North 1999). These patterns include features 
such as over-protectiveness, enmeshment, inability to express and 
resolve conflict openly, detachment, and lack of empathy and 
affection (Minuchin et al. 1975; Minuchin, Rossman and Baker 
1978). Gowers and North (1999) investigated the relationship 
between severity of anorexia nervosa and difficulties in family func- 
tioning. They suggested a list of family features that impact on family 
functioning and contribute to the development of eating disorders, 
including parental disharmony, parental eating disorders, abuse, and 
sibling delinquency. Bruch (1973) claimed that the heart of anorexia 
nervosa lies in particular early mother—child relationships, in which 
appropriate maternal responses to the child’s needs are lacking. 
Instead, the mother acts on her own need to feel in control. Most 
studies have reported a lower level of perceived closeness or, at least, a 
level of closeness lower than the respondent would really like. Com- 
munication in general, and emotional expression in particular, has 
been reported as restricted in many studies (Eisler 1995). Although 
family factors contribute to the development of eating disorders, no 
particular type of family constellation or style of family functioning 
has been invariably associated with eating disorders (Eisler 1995). 

In family therapy, interventions focus on the identifying of the 
roles and communication within the family; the establishment of 
age-appropriate hierarchical organization and boundaries within the 
family; the encouragement of a clear alliance between the adults of 
the family for the sake of effective parenting; and the exploration of 
the history of the family in order to identify the family members’ 
specific traditions, attitudes, and expectations from family life (Dare 
and Eisler 1995). 
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Family therapy defines which part of treatment comprises sessions 
with the parents only, and which part targets the family as a unit. 
Emphasis is placed on the role that the client’s illness has come to play 
in the pattern of family life. The therapist tries to help the family 
members modify those patterns that seem to diminish their capacity 
to be effective in challenging and restructuring the client’s eating 
habits and that tend to perpetuate the client in a sick role that differs 
from her siblings’ roles (Dare and Eiser 1995). Therapy focuses on 
changing roles, relationships, and communication styles within the 
family. 


The Cognitive-Behavioral Model 


Traditionally, most anorexic clients have been treated using behav- 
ioral models. With the increase of cognitive theories, behavioral 
therapy has evolved into cognitive-behavioral therapy (CBT). Over 
the last decade, another shift has incorporated the constructivist com- 
ponents. For the purpose of clarity, considering that this comprises 
my main intervention model, I will first discuss the main components 
of each theory separately — behavioral, cognitive, and constructivist — 
and then I will focus on the combination of the three. 


Behavior therapy 


Behavioral theory and therapy focus on learning methods. High- 
lighting the link between behavior and its consequences, behavior is 
analyzed by its outcome. When a behavior is followed by a positive 
outcome for the client, it will continue. The behavioral literature 
views anorexia as a conditional avoidance response to real or 
perceived fears related to weight, development, and performance 
(Garner 1986). Behavioral treatment methods therefore focus mainly 
on desensitization and exposure techniques to decrease the fear of 
weight gain (Garner 1986). Treatment directs clients to increase their 
weight by controlling factors associated with maladaptive patterns, 
with an emphasis on weight gain, cessation of vomiting, and the 
design of appropriate eating habits. Environmental contingencies are 
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applied to establish a minimal acceptable weight. Hospitalized 
clients must gain weight in order to receive permission to leave the 
hospital for a short while, visit their families, or obtain other rewards. 

Other environmental contingency methods are directed toward 
the maximization of caloric intake, food consumption, and weight 
gain by making activities, privileges, and reinforcements contingent 
upon eating behavior (Siegel and Smith 1991). According to this be- 
havioral approach, only after resolving the primary health care 
problem of eating can attention be shifted to other issues such as mis- 
conceptions, fears, and emotions. 

Anorexia has also been widely treated by additional behavioral 
techniques such as the application of systematic desensitization for 
decreasing fears of being fat, operant reinforcement combining rein- 
forcement programs with family therapy, and the use of physical 
activity as a reinforcement for weight gain. The latter is based on the 
premark principle, e.g. the observation that many anorexic clients 
exhibit a high level of activity. 

A derivative of both family and behavioral models has also been 
applied to anorexia, the behavioral family systems therapeutic 
approach (Robin and Siegel 1999). This approach highlights the role 
of each member of the family on the development and maintenance 
of the disorder, mobilizing the family members’ support for change 
and for increasing the efficacy of treatment. 

Debates abound concerning the efficacy of behavioral therapy for 
the anorexic population. Behavioral methods have been found 
effective in achieving weight gain; however, Bruch (1986) argued 
that such methods alone can result in further psychological damage if 
not incorporated into treatment of other issues. 


Cognitive therapy 


Cognitive theory and therapy view behavior as an outcome of the 
link between thoughts and emotions. Therapy is focused on clarify- 
ing this link. Cognitive theories view cognitive components as re- 
sponsible for the occurrence of anorexia. Central to cognitive theory 
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is the hypothesis that beliefs and expectancies pertaining to body size 
and to eating are biased in favor of selectively processed information 
relating to thinness, dieting, and control of food intake or body 
weight (Williamson et al. 1999). 

The cognitive component of treatment provides an important 
complement to behavioral components. Cognitive treatments 
emphasize the functional correlations between antecedents, conse- 
quences, and individual behaviors in order to understand the 
anorexic youngster’s misperceptions regarding self-concept, separa- 
tion, perfectionism, and relationships. According to this approach, 
cognitions are considered the most important links in the chain of 
events leading from thoughts and emotions to behaviors (Powell and 
Oei 1991). 

Cognitive therapeutic techniques include: cognitive structuring to 
modify misconceptions; problem analysis to emphasize the link 
between the event, the thought, and the behavior; attentional focus to 
increase awareness of internal stimuli; and self-control practice to 
acquire skills for overcoming and changing behavior (Ronen and 
Rosenbaum 1998; Rosenbaum and Ronen 1998). The aim of therapy 
is for the client to gradually acquire the ability to better respond to 
challenging environmental pressures (Guidano 1995). 

Fairburn et al. (1999) proposed a cognitive explanation for 
anorexia nervosa based on the client’s need for control. Suggesting a 
control-based therapeutic approach, they recommended self-control 
training to maintain eating, shape, and weight, as well as to meet the 
client’s general need for control. 


Constructivist therapy 


Constructivist theory and therapy emphasize the personal meaning- 
making process. That is, human beings are seen as responsible for the 
idiosyncratic way in which they construct and construe their own 
behaviors, thoughts, and emotions. These constructs allow people to 
interpret, predict, and appropriately respond to their subsequent ex- 
periences (Neimeyer 1995). Personal constructions are responsible 
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for the individual’s knowledge of self and the world, which regulates 
perceptions of environmental events and may contribute to 
maladaptive perceptions (Guidano 1995). Of particular focus are 
cognitive structures relating to personal identity (Guidano and Liotti 
1983) and the role of information processing, self-representation, 
personality variables, and motivation (Vitousek and Hollon 1990). 
The way human beings construct their lives is strongly influenced by 
their expectancies and beliefs, and the meaning-making process is 
continuously influenced by the interactions between thought, 
emotion, and behavior. For example, anorexic clients’ distortions in 
self-image, such as ‘I hate my body’, ‘Nobody will like me if I’m fat’, 
and ‘Only thin girls succeed in life/are happy’, represent their way of 
constructing and construing events. These personal constructions, 
rather than reality, will cause their lives and distress to be seen as they 
are. Therefore, self-organization of experiences encompasses an 
important concept in constructivist theory (Mahoney 1995). 
Constructivist treatments emphasize the need to understand the 
client's particular constructs and to give meaning to the problems 
they present. Treatment focuses on challenging clients to be open to 
new experiences, perform exercises, explore new sensations, and ex- 
perience new techniques for helping people change and improving 
the quality of their lives. 


Currently, no one technique or method appears sufficient to solely 
resolve the complex difficulties comprising the anorexia disorder. 
There remains a need to design a comprehensive multi-model 
treatment approach that relates to the particular set of dysfunctional 
features presented by the specific client. An integration of techniques 
and approaches to anorexia has been suggested in the present book. 
Owing to the fact that cognitive-constructivist therapy comprises the 
basic theoretical foundation that I espouse in this book, in the next 
section I will elaborate more fully on this integrated approach’s 
theory, therapy, and techniques. 


3 
Cognitive-Constructivist Intervention 


My treatment of Ayelet combined cognitive and constructivist 
therapies. I will, therefore, in this chapter, first review the basics of 
cognitive therapy and then the basics of constructivist therapy, 
followed by a presentation of the integrated cognitive-constructivist 
treatment approach in general and as specifically applied to children 
and adolescents. 


The Basics of Cognitive Therapy 


A major principle in cognitive theory consists of the view of clients as 
active participants in their own learning and change processes. 
Human behavior is seen as being in a constant process of change; 
therefore, people are always able to render changes in their behavior. 
Relating to change, the same rule explaining normal human behavior 
can explain deviations. As a scientific approach, cognitive therapy 
relies on empirical studies of human behavior based on the results of 
behavioral assessment and constant evaluation (Hersen and Bellack 
1981). An important emphasis is on the interaction between behavior 
and environment, whereby change can be achieved by modifying 
either the environment or the individual. 

Thinking is considered to play an important role in the etiology 
and maintenance of disorders (Alford and Beck 1997; Hollon and 
Beck 1994). Cognitive theories are based on the belief that cognitive 
mediational processes are involved in human learning. A person’s 
thoughts, images, perceptions, and other cognitive mediating events 
are presumed to affect behavior. Thoughts, feelings, and behaviors 
are causally interrelated and affect human relationships. 
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The task of the cognitive-behavioral therapist is to collaborate 
with the client to assess distorted or deficient cognitive processes and 
behaviors and to design new learning experiences that may remediate 
the dysfunctional or deficient cognitions, behaviors, and emotional 
patterns. Cognitive therapy is a purposeful attempt to incorporate the 
cognitive activities of the client within the effort to produce thera- 
peutic change (Kendall and Hollon 1979). 

The underlying theoretical rationale for cognitive and 
constructivist therapy is that an individual’s emotions and behavior 
are largely determined by the way in which he or she structures the 
world (Beck 1963, 1976; Beck, Emery and Greenberg 1985). A 
person’s cognitions (verbal or pictorial ‘events’ in the stream of con- 
sciousness) are based on attitudes or assumptions (schemata) 
developed from previous experiences (Beck et al. 1990). Cognitions 
are considered the most important links in the chain of events leading 
to disordered behavior and psychological dysfunction (Powell and 
Oei 1991). 

A unique feature of cognitive therapy constitutes its adaptability to 
the individual characteristics of each human being. No single ‘proper’ 
technique or intervention can change human functioning. Rather, 
cognitive theory highlights the need to design a specific intervention 
adapted to the specific needs of each individual client. Cognitive 
therapy constitutes an holistic way of life, a way of thinking and per- 
ceiving human functioning and needs, and a way of operating within 
the environment in order to achieve the most effective means for ac- 
complishing one’s aims for a particular client. 


The Basics of Constructivist Therapy 


During the last two decades, cognitive therapy brought constructivist 
motifs and features into greater focus. Constructivism, as the latest de- 
velopment in cognitive theory, views the person as a combination of 
scientist and architect (Kelly 1955). Human beings behave as 
personal scientists by continually creating conceptual templates from 
experiences (Kanfer and Schefft 1988; Kelly 1955; Neimeyer and 
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Mahoney 1995). As scientists, people organize their experiences ina 
way that creates meaning in their lives. Knowledge comprises the 
main way in which human beings regulate their perceptions of envi- 
ronmental events (Guidano 1995). Knowledge about both similari- 
ties and contrasts can be elicited by the individual’s continuous com- 
parison and organization of ongoing life experiences. This 
knowledge is a chief component in the person’s ability (as a scientist) 
to organize, make sense, and give meaning to life experiences, the 
self, and the world. Knowledge is progressively shaped and changed 
in response to challenging environmental pressures (Guidano 1995). 

Constructivism emphasizes that each person is responsible for the 
individual way he or she organizes the way life is lived. Viewing 
people as architects highlights their role in construing their own 
world and in constructing a personal reality, via a personal 
meaning-making process (Kelly 1955; Mahoney 1991, 1995). One’s 
construction system varies and changes as one successively antici- 
pates events and construes their replications. The concept of the 
meaning-making process is based on the understanding that psycho- 
logical problems are in large part determined by the way people 
construe their experiences (Kelly 1955). Viewing each individual asa 
unique architect, the personal construct intervention advocates first 
attempting to understand the client and then creating an intervention 
appropriate for that one human being (Swell 1996). 

The way in which that particular individual understands feelings is 
of paramount importance. According to the constructivist approach, 
emotion does not exist as an entity separate from cognition and vice 
versa (Neimeyer 1995; Swell 1996). Emotions are inseparable from 
the cognitions that play a central role in behavior, and both constitute 
main components in change processes (Swell 1996). 

Change processes in therapy derive from attempts to convert irra- 
tional, automatic, or maladaptive emergent core schemata into more 
rational, mediated, or adaptive beliefs and thought processes. During 
treatment, changes are regulated and modeled step by step, and main- 
tenance processes are aimed at preserving the functional continuity 
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and sense of oneness inherent in selfhood structures (Guidano 1995). 
Human change processes are characterized by an oscillating and 
uncertain pattern, both in their path and in their timing from one step 
to the next (Mahoney 1991). 


Cognitive-Constructivist Treatment Process 


Cognitive-constructivist therapy is based on working toward an un- 
derstanding of the client and then intervening in how that client an- 
ticipates experiences (Swell 1996) by creating an intervention appro- 
priate for that one human being. Therapy focuses on the person, rather 
than on the pathological response, and its main purpose is to help 
people cope better with their lives. This therapeutic approach 
comprises a very careful, continuous assessment process that attempts 
to analyze the particular client’s needs, existing knowledge about the 
specific problem, and the client’s skills and abilities, in order to 
determine the treatment of choice. The same problem could be 
treated differently as a result of decision making related to personal, 
environmental, and behavioral considerations. Intervention methods 
vary and can include verbal as well as experiential techniques. 

Cognitive-constructivist therapists regularly use a large variety of 
techniques that constitute what may be termed the method’s applied 
science or art form (Bugental 1987). Joyce (1980) viewed the appro- 
priate use of techniques as a ritualized method of human relatedness 
and communication or as a stylized language for expressing and 
exploring the ongoing narrative of life processes. Cognitive- 
constructivist therapists introduce not only verbal but also nonverbal 
techniques. 

Kanfer and Schefft (1988) proposed six thinking rules to direct 
the therapist in conducting treatment: 


1. Think behavior. Often, therapists think problems. They 
concentrate on the client’s problem, making assumptions and 
interpretations regarding its causes. This rule proposes that the 
therapist should think about the client’s behavior and not the 
client’s problems. Actions rather than problems are the main 
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dimension on which interchanges in therapy are focused. 
Ayelet mentioned this while referring to the fact that most 
therapists related to their diagnosis or to her sickness, and not 
to what she thought or felt. 


2. Think solution: Most often, therapists devote more time to 
thinking of difficulties and problems than to finding solutions. 
A full problem description requires knowledge not only of the 
current situation or state but also of a more desirable future, 
and some indication of how to achieve it. The focus of Ayelet’s 
hospitalizations had not been on what could solve her 
problems, but rather on how to avoid her death. 


3. Think positive. Just as therapists help the client to think 
positively and to focus on small changes and positive forces 
rather than on difficulties, they must themselves also aspire to 
positive thinking and reinforce positive outcomes. Ayelet was 
such a creative, talented girl, and focusing on her positive 
behavior helped me facilitate the change process. 


4. Think small steps. Although clients are usually interested in the 
major, significant changes in their lives, extreme changes are 
difficult to obtain. Targeting small gradual changes reduces 
fears, motivates clients, and helps therapists observe and 
pinpoint difficulties. An accumulation of many small changes 
constitutes one final, large, and significant change. Breaking up 
Ayelet’s problems into small steps enabled us to focus on one 
small behavior each time, without frightening her. 


5. Think flexible: This rule challenges therapists to be creative, 
modify their traditional interventions, and try to adapt 
themselves to the client’s needs. Gambrill (1990) suggested 
that therapists: look for disconfirming evidence (which points 
to alternatives), try to understand other people’s points of view 
(instead of being convinced by your own), use language 
carefully, watch out for vivid data, move beyond the illusion of 
understanding, complement clear thinking skills with 
knowledge, and ask about accuracy. Flexibility in applying 
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different kinds of treatment methods (creative, nonverbal, etc.) 
suited Ayelet’s nature, instead of just focusing on treatment to 
make her gain weight. 


6. Think future. Many therapeutic approaches focus on the past 
and its role on the client’s present. Cognitive therapy 
challenges therapists to think toward the future, predicting 
how their client will cope and how they themselves would like 
to be different or better in the future. The whole process of 
therapy with Ayelet focused on what she wanted to be in the 
future, instead of what she did in the past or how she was 
behaving in the present. This future-focus helped instill new 
expectancies and beliefs in her ability. 


Rosenbaum and Ronen (1998) proposed seven crucial features in 
combining and applying cognitive and constructivist therapies. The 
first, as described above, consists of the meaning-making process. 
The goal of therapy is to help clients develop a new and more suitable 
way of understanding and accepting the way they behave. The inter- 
vention process, therefore, is directed toward understanding the 
meanings attributed to the client’s life, or the meaning of specific 
events in the person’s life. It involves accepting one’s own reality and 
how one processes this reality, as well as trying to adapt the meaning 
to one’s needs. Throughout the whole treatment, I tried to understand 
what her various behaviors, problems, and needs meant for Ayelet, 
focusing on how she conceptualized them rather than on my own in- 
terpretations of these situations. 

The second feature constitutes the systematic and goal directed 
nature of cognitive-constructivist therapy (Rosenbaum and Ronen 
1998). Treatment is planned and executed, and the therapeutic hour 
is constructed (Beck 1976) with an emphasis on the need to define 
problems, goals, expectations, means to achieve these goals, assess- 
ment, and evaluation of the process. As I presented in Part II, each 
session with Ayelet was constructed, enabling her to know what we 
were going to focus on and what was the goal of the session. 
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The third feature comprises practicing and experiencing. 
Cognitive-constructivist therapy is not a talking therapy but rather a 
doing therapy that encompasses practicing and experiencing as 
central components. Interventions vary and can be verbal or 
nonverbal, using experiential methods such as role assignments, 
imagery training, metaphors, writing methods, etc. (Mahoney 1991). 
Neimeyer (1995) proposed that indirect techniques have an invita- 
tional quality, encouraging the client to cultivate the personal poetic 
sensitivities needed to ‘speak into being’ whole new worlds of possi- 
bility (Mair 1988, p.134). Such methods therefore accentuate the 
clients’ own role in formulating their specific life purposes. The 
proposed indirect techniques aim to demonstrate problematic areas, 
clarify processes, and illustrate ways to modify interventions with 
clients. The techniques can be directed toward each of the seven 
major cognitive-behavioral therapeutic features, emphasizing any 
specific feature that is in focus during a particular session. Ayelet 
practiced constantly both in the session and at home. She practiced 
and experienced more than she was asked to do, and therefore 
improved her skills quickly. 

The fourth feature involves therapy as a collaborative effort (Beck 
1976). Therapist and client are expected to enter into an alliance and 
to collaborate on joint work in order to achieve the goals of therapy. 
As I described, the agreement between Ayelet and me, as well as the 
good relationship and working alliance we established, were crucial 
for the success of the treatment. 

The fifth feature, therapy as a person-focused process, suggests 
that cognitive-constructivist intervention should aim at treating the 
person, rather than treating the problem. This view of the person as a 
whole, which concentrates on the client’s feelings, thoughts, and way 
of living, not only on the client’s problem, provides a window into 
seeing the client’s strengths and into empowering the client for 
change (Kanfer and Schefft 1988). Ayelet was the one who said that I 
saw her and not the sickness. Focusing on her enabled her to see her 
own positive sources and resoutces. 
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The sixth feature, the therapist as a facilitator of change, empha- 
sizes the important role of the therapist in pursuing effective strate- 
gies and techniques to help the client change (Rosenbaum and Ronen 
1998). Ayelet feared change. I, therefore, had to push her, challenge 
her, and continually propose new ways for her to move toward im- 
provement. 

Finally, the seventh feature consists of empowerment and re- 
sourcefulness. All of the previous features are actually aimed at em- 
powering clients by training them in self-control skills for self-help 
and independent functioning. For Ayelet, feeling independent and 
powerful was very important. She improved more rapidly as she 
learned to feel she could trust herself and that she was capable and 
commensurate with others. 

All cognitive-constructivist interventions attempt to produce 
change by influencing thinking (Mahoney 1977). The techniques are 
designed to identify, reality-test, and correct the distorted conceptu- 
alizations and the dysfunctional beliefs (schemata) underlying these 
cognitions. By re-evaluating and correcting their thinking, clients 
learn to master problems and situations which they previously con- 
sidered insuperable (Beck et al. 1979). 

Cognitive-constructivist techniques are aimed at delineating and 
testing the client’s specific misconceptions and maladaptive assump- 
tions. Therefore, the client is taught to: monitor negative automatic 
thoughts (cognitions); recognize the connection between cognition, 
emotion, and behavior; examine the evidence for and against the 
distorted automatic thoughts; substitute more reality-oriented inter- 
pretations for these biased cognitions; and learn to identify and alter 
the dysfunctional beliefs that predispose the experiences (Beck et al. 
1979). 
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Cognitive-Constructivist Therapy 
with Children and Adolescents 


Cognitive-behavioral therapy with children derives from traditional 
behavior therapy with adults, in conjunction with cognitive compo- 
nents that have been adapted to the unique needs of children. It 
focuses on action and change and examines children’s behavior, 
emotions, and thinking style in light of their strengths, weaknesses, 
and goals (Ronen 1997a, 1997b, 1998). 

Cognitive therapy for children consists of a variety of techniques 
in which children are taught to use cognitive mediational strategies to 
guide their behavior and thus improve their adjustment (Durlak, 
Fuhrman and Lampman 1991). A wide range of cognitive-behavioral 
treatment strategies exists for children, many of which emphasize the 
manipulation of behavioral responses. Strategies may include, for 
example, modeling, sequential rehearsal, and skills training. The un- 
derlying target of therapy, however, consistently focuses on the 
cognitive distortions and deficiencies that surround the behavioral 
events (Powell and Oei 1991). Cognitive techniques have been 
proffered as a means to remediate factors that prevent youngsters 
from exhibiting behaviors in their repertoire, while also promoting 
generalization because of their reduced reliance on environmental 
contingencies to maintain behavior (Karoly and Kanfer 1982; 
Kendall and Braswell 1985). 

Direct treatment of children has four main objectives (Ronen 
1997a, 1997b, in press): 


1. To decrease behaviors that children present too often and that 
disturb children as well as their environment (e.g. 
disobedience, negativism, impulsiveness, aggressiveness). 


2. To increase behaviors that children do not present enough (e.g. 
social skills, assertiveness, self-esteem, self-confidence). 


3. To remove anxieties that cause avoidance disorders (e.g. social 
fears, fear of authority, fear of separation). 
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4. To facilitate developmental processes (e.g. enhance children’s 
language, self-confidence, flexibility). 


With Ayelet, treatment was based mainly on the second and third ob- 
jectives; that is, to increase her social skills, assertiveness, and 
self-esteem (second objective) and to remove her anxiety disorders 
(third objective). 

During the last decade, I have treated children and adolescents 
using a combinatory method that integrates cognitive therapy and 
constructivist therapy. I have developed a self-control intervention 
package targeting children’s and adolescents’ disorders, which is 
described in the following chapter. 


4 
Self-Control Therapy 
with Children and Adolescents 


Self-control is a process occurring when, in the relative absence of 
immediate external constraints, a person engages in modes of 
behavior that had previously been less probable than had alternative 
available modes of behavior (Thoresen and Mahoney 1974). 
Self-control is called into play when new modes of behavior need to 
be learned, when choices need to be made, or when habitual response 
sequences are interrupted or prove ineffective. Self-control skills 
include planning, delaying gratification, use of restraint, problem 
solving, as well as being aware of internal sensations and emotions 
and allowing oneself to express emotion. 

Anorexia can be conceptualized as a deficiency in the self-control 
skills that enable people to conduct their lives in a healthy, acceptable 
fashion. After the initial period of dieting, the anorexic youngster no 
longer has a choice about whether or not to eat. Instead, she has 
developed obsessive and compulsive behavior that prevents her from 
eating appropriately. Her actions are no longer perceived as within 
her control. Ayelet’s behavior was no longer directed to overcome 
problems (such as being too fat and the need to delay temptation in 
order to lose weight). Instead, she was controlled by the obsession 
that she was not allowed to eat and should starve. The cognitive 
process of self-control involves several steps: the ability to notice a 
disruption in one’s habitual (automatic, unmediated) way of thinking 
(Bandura 1977); the evaluation of the disruption as important for 
one’s well-being (Rosenbaum 1993); the expectation that a specific 
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course of action will lead to the desired outcomes; and the belief that 
there is a possibility for self-change (Bandura 1977). 

At the stage of being an anorexic, Ayelet was no longer able to ap- 
propriately evaluate her situation. She was not looking for construc- 
tive ways to help herself change, but rather submitted herself to the 
feelings and thoughts of being bad, unable to cope, and wishing to 
die. 

The targets of self-control interventions have included interper- 
sonal thinking, means-end thinking, planning and anticipating skills, 
self-instruction, coping with stress, inhibiting responses, self-rein- 
forcement, and the use of problem solving methods (Kazdin 1988). 
One of the earliest models of self-control was developed by Kanfer 
and comprised three components: self-monitoring, self-evaluation, 
and self-reinforcement (Kanfer and Schefft 1988). 


Application of the Self-Control Model for Change 


Studies on the link between children’s behavior problems and 
self-control (Hamama, Ronen and Feigin 2000; Ronen, Wozner and 
Rahav 1995) led me to develop (with Wozner, 1995) an intervention 
model that aims to impart children and adolescents with self-control 
skills and to help them overcome their disorders. The model has been 
applied to diverse childhood disorders, and single-case designs have 
underscored its efficacy with problems such as sleep disorders (Ronen 
1993a), encopresis (Ronen 1993b), enuresis, and stuttering (Ronen 
and Rosenbaum, in press). Controlled studies have also demonstrated 
the efficacy of the self-control model (SCM) as applied to enuresis 
(Ronen et al. 1995) and to oppositional defiant disorders (Ronen 
1994). 

The SCM that I have devised encompasses four modules: cognitive 
restructuring, problem analysis, attentional focus, and self-control 
practice. 


222 / In and Out of Anorexia 


Cognitive restructuring 


As can be seen in the description of Ayelet’s treatment in Part II, a 
main focus of this model concerns the attempt to teach the client that 
an unwanted behavior can be changed. Also, that, like many other 
kinds of behavior, this change depends on the client (Beck etal. 1979; 
Ellis 1962). At this point in the intervention, Ayelet learned the im- 
portance of self-efficacy (Bandura 1997). In trying to redefine her 
behavior, we talked about how strong she was to survive all those 
years and stay sane, throughout her grueling consecutive hospitaliza- 
tions (rather than viewing herself as weak because she was ill). We 
also redefined her behavior as something she was doing to herself 
rather than something that had been done to her. 


Problem analysis 


The objective of the second skill module is to help the client under- 
stand the process that evolved into the occurrence of the identified 
problem. It is important to learn the links between thoughts, emot- 
ions, and behaviors as well as the link between cause and effect (Beck 
et al. 1979; Ronen 1997a, 1997b). Understanding the processes 
leading up to behavior has been found to be an important variable in 
improving clients’ compliance with and adherence to treatment and 
also in increasing their efforts to overcome their problems (Meichen- 
baum and Turk 1987). 

The problem analysis module is administered through rational 
analysis of these processes, using written materials and anatomical il- 
lustrations of the human body, and through helping the client accept 
responsibility for the process by learning to change the brain’s 
commands. With Ayelet, we talked about the way her starvation was a 
behavior that was controlled by her automatic way of thinking (e.g. ‘I 
must lose weight’, ‘I shouldn’t eat’). We learned to link her behavior 
to her thoughts and emotions; for example, thinking about how fat 
she was caused her to develop stress, a low self-image, and poor 
self-acceptance, and self-starvation was the resulting behavior. 
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Attentional focus 


Here clients are trained to increase awareness of their behavior in 
general, to raise sensitivity to the body, and particularly to identify 
internal cues related to the specific problem (Bandura 1969, 1997; 
Mahoney 1991). Although internal stimuli are difficult to identify, 
they have as strong an influence on behavior as do external stimuli 
(Bandura 1969). Awareness of internal stimuli comprises an 
important step towards controlling one’s own behavior, in that it 
helps in early identification of sensations, emotions, and behaviors 
(Bandura 1969, 1997). Also, being aware of internal stimuli helps in 
changing unmediated processes into mediated ones (Kanfer and 
Philips 1970). Relaxation, concentration, and self-monitoring help 
achieve these targets. 

In line with the lack of awareness and/or confusion over internal 
emotional and physiological states typifying girls with anorexia 
(Bruch 1973, 1977; Strober 1980), much of Ayelet’s treatment 
process was devoted to this stage. Ayelet was barely aware of her own 
sensations and feelings. She could not identify sensations of hunger, 
ignored pain, and focused mainly on negative emotions. Through re- 
laxation exercises and attentional focus exercises, she learned to 
become sensitive to her own bodily sensations and emotions. 


Self-control practice 


Within the fourth skill module, the child or adolescent is trained in 
self-control techniques such as self-talk, self-evaluation, self-moni- 
toring, thinking aloud, and problem solving skills (Barrios and 
Hartman 1988; Brigham et al. 1979; Elias et al. 1986; Kendall and 
Braswell 1985; Ronen 1992, 1997a). In the first stage of general 
skills training, practice includes using self-instruction in the sessions 
and at home to overcome disappointments, and exercising 
self-control in day-to-day activities through homework assignments. 
The self-control techniques taught via this module for changing 
automatic behaviors to mediated ones include physical as well as 
emotional exercises such as resisting temptation, self-talk, 
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self-reward, problem solving, and the use of imagery exercises 
(Meichenbaum 1979; Ronen 1997b). With each of her target 
behaviors, Ayelet was instructed to practice those skills. While over- 
coming fears and anxiety, she practiced exposure and self-talk. While 
overcoming her OCD, she practiced delaying the temptation to 
execute a compulsive behavior. She practiced social skills exercises to 
improve her social relationships, etc. 

One of the main advantages of the above model is the fact that it 
enables maintenance and generalization of the applied learned skills. 
Studies pinpoint only very low drop-out and regression rates for the 
SCM (Ronen etal. 1995). Also, the model’s foci on empowerment and 
the development of independent functioning are conducive to trans- 
ference of learned competencies. A case in point was the single-case 
study on a child treated for his enuresis with SCM, who then 
continued on to effectively apply the learned skills and stop biting his 
nails without therapeutic intervention (Ronen and Rosenbaum, in 
press). Ayelet, as well, mastered assorted self-control skills through 
the treatment process and was able to use them in coping with unfa- 
miliar later situations, without the need to return to treatment. There 
was no regression in her condition, nor did she need additional inter- 
ventions for other problems she faced in her work, while raising her 
children, and in her relationship with her husband. 


PART V 


Guidelines for Therapists 


Cognitive Creative Intervention 
with Anorexic Clients 


Embarking on the treatment of an anorexic client necessitates a careful 
consideration of: 


1. the disorder’s manifestations in the referred client 

2. the client's particular developmental features 

3. the client’s personal and environmental characteristics 
4. aspects of the therapist's orientation and background. 


Relating to the disorder itself, the features to be considered include the 
client's stage of illness, the severity of the illness, and its specific cognitive, 
emotional, and behavioral manifestations in this individual client. 
Relating to developmental considerations, the therapist should reflect on 
the client’s age, the characteristics of anorexia in this specific age group, 
and the kind of behavior that characterizes youngsters of this age group. 
For example, children’s characteristics and needs differ from those of ado- 
lescents or adults. Relating to the client's personal and environmental 
variables, the therapist must observe the client's particular attributes, 
special or unique qualities, strengths, and available internal resources, as 
well as their external sources of familial, social, and community support. 
Relating to therapist variables, therapists should be well aware of their 
preferred basic ground theory and of the repertoire of techniques they can 
offer. All of the above areas in need of mindful deliberation would, in 
themselves, suffice for an entire separate volume. In the next pages, I will 
try to elaborate on at least some of the major, unique components therapists 
should consider in their encounter with an anorexic client. 


I 


Making Decisions about 
the Need for Therapy 


Treating anorexic adolescents may be seen as a particularly complex 
process, due to the complications typifying anorexia, the inherent 
complexity of adolescence, and the challenging intricacy of treating 
children and adolescents in general. These three areas of complexity, 
outlined below, call for a careful and accurate process of assessment, 
which contributes to the first step in determining a need for therapy. 

With regard to the first aspect of complexity, as I discussed in Part 
IV (Chapter 1), the most distressing aspect of treating anorexia may 
be the life-menacing nature of the disorder, implying an even greater 
responsibility than may usually be placed on the therapist’s shoulders. 
Additional complications of the disorder that I described previously 
include the anorexic client’s tendency to resist treatment, to deny the 
danger, and to resist change. 

The second complex feature relates to the unique nature of the ad- 
olescent stage. Adolescents may be seen as constantly changing, 
typified by predictably dynamic changes and unstable emotional, 
cognitive, and behavioral processes. Teenagers generally opt not to 
have therapy because of its stigma and their fear of embarrassment if 
friends were to find out. They also tend to fear therapy in general, 
demonstrating age-typical anxiety about the therapist’s ‘magical’ or 
mind-reading powers. Moreover, they tend to be preoccupied with 
separation and individuation from parent figures, and with the search 
for independence and the development of their own identity. These 
age-related tasks may interfere with adolescents’ ability to trust the 
therapist as a significant adult. Anorexic teenagers, in particular, view 
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the therapist as someone who is against them, in light of the thera- 
pist’s wish to stop their self-starvation. Therapy, therefore, is very 
complicated and complex (Ronen 1997b). 

With respect to the third area of complexity in treating children 
and adolescents in general, I have dealt with this issue at length in my 
book Cognitive Developmental Therapy with Children (Ronen 1997b). I 
reviewed, there, the main steps via which therapists should proceed 
while assessing children and making decisions about the need for 
therapy. That review underscored a number of factors relating to the 
nature of the client, the nature of the problem, family and environ- 
mental components, and prognostic criteria. Among these factors, I 
will present several guidelines here, adapted specifically to assess- 
ment of the anorexic client: 


Problem Vartables 


1. Compare the client's presented behavior with accepted diagnostic 
criteria. The most frequently used criteria for anorexia consist 
of the DSM-IV (American Psychiatric Association 1994). 
These criteria help define the disorder, utilizing indices based 
on the duration of the problem, severity of impairment, and 
number of dysfunctional behaviors. The standardized 
diagnostic manuals also provide important information on 
features associated with anorexia nervosa, and predisposing 
factors. Looking at the assessment process with Ayelet, 
although she had received many additional diagnoses, she fits 
all of the criteria for anorexia according to the DSM-IV. 


2. Assess the stability of the problem. Almost all girls diet at one time 
or another. Almost all adolescents have problems relating to 
their self-acceptance and self-esteem. It is even popular to be 
on a diet as a teenager, and it may seem strange for youngsters 
not to question or doubt the way they behave. It is important 
to assess the seriousness and stability of the client’s dieting 
regimen and self-esteem and sexual identity problems. 
Questions concerning the perseverance of problem behaviors 
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should be addressed by collecting historical data from the 
family and, if necessary, the school. The stability of behavior 
should serve as a guideline for determining whether or not a 
referred child needs therapy. Ayelet had been dieting for many 
years, since the age of 14. Her behavior clearly did not 
represent a merely temporary attempt to diet, but rather had 
steadily endured for a long period of her life. Also, her anxiety 
and feelings of poor self-worth disturbed her and dominated 
her life. 


Client Variables 


Le 


Compare the client's presented behavior with environmental norms. In 
evaluating the client’s anorexic behavior, it is important to 
assess whether the client’s peers behave similarly. Does the 
behavior characterize most others in the client’s peer group, or 
does it deviate from the client’s immediate environment? 
Ayelet’s behavior significantly deviated from that of her envir- 
onment, as shown in her teachers’ and peers’ responses and her 
own feelings of aloneness, loneliness, and social isolation. 


Compare the client's presented behavior with age norms. In light of 
the constant changes typifying adolescence, clients referred for 
anorexia should also be evaluated to determine whether their 
behavior is age-appropriate, resembling normative behavior 
among children their age. Although dieting characterizes 
young female adolescents, Ayelet’s regimen was significantly 
more rigid and limiting, and her behavior was not 
characteristic for her age group. 


Evaluate the client’s motivation. As difficult as anorexia is, 
treatment can be very successful once the client suffering from 
the disorder develops the motivation to change. It is much 
more difficult to treat clients who do not wish to enter therapy 
and who do not comply with it. This feature is critical while 
considering the kind of setting in which to treat clients. In 
applying treatments by law or force in a hospital setting (as 
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Ayelet had been hospitalized by a court injunction), anorexic 
clients could be forced to eat or may be restrained in a closed 
unit. However, in a private clinic, it is almost impossible to 
treat self-destructive clients who resist therapy and who do not 
comply with basic rules that help them stay alive. 


4. Identify the client’s strengths, positive qualities and resources. An 
important issue relating to the success of therapy concerns the 
client’s positive capacities. Various features should be assessed, 
including how the client coped with past difficulties, what type 
of persuasive tactics might be effective for this particular client, 
which figures are significant for the client, and what hobbies 
and activities are favored by the client. Such features can 
provide clues as to how to help the client change and as to 
who can play an important part in this change process. Ayelet 
was not motivated for therapy focusing explicitly on gaining 
weight. However, her poor self-esteem and feeling of being 
deviant in her world motivated her to ‘improve and become a 
better person’. Those goals corresponded with a more 
generally focused, cognitive-constructivist therapeutic mode. 


Familial and Environmental Variables 


Identify the client's support systems. The support system can play a 
crucial role in treating anorexic clients, particularly when 
motivation is lacking. It is virtually impossible to conduct 
effective therapy without the intensive help and support of the 
parents. Ayelet’s parents loved her a great deal. They did not 
know how to help her, but their readiness and willingness to 
try suggested that I would be able to involve them as active 
partners in therapy. Also, Ayelet’s grandmother was a very 
important figure in her life, challenging her to recover. 


Prognostic Criteria 


1. Assess future risk to the client. An important consideration when 
determining the need for therapy during childhood consists of 
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evaluating the extent of risk to which the child will be 
exposed in the future if the disorder is left untreated. In the 
case of anorexia, it should be determined whether the 
identified problem stems from the parents’ exaggerated 
concern or over-anxiousness, or whether it resembles the 
beginnings of a true anorexic process. The diet should be 
evaluated as to whether it is a healthy, appropriate one or a 
dangerous one. Ayelet was still at physical risk when I met her. 
It was important to stop the dieting process as soon as possible 
in order to enable her to live a healthy life. 


2. Assess anticipated responsiveness to treatment. Decisions as to 
whether or not to treat often depend on prognostic implic- 
ations (Achenbach 1985). Two projections should be 
developed: (a) regarding whether the behaviors are likely to 
remain the same, improve, or deteriorate in the absence of 
treatment; and (b) regarding whether that outcome will differ 
as a function of differing treatments. With anorexic clients, it is 
sometimes impossible to apply therapy without hospitalization 
due to the way they risk their lives and may be in danger of 
dying. Although Ayelet’s past history did not show 
improvement, I believed she could cooperate and improve in 
therapy. I did not believe she really wanted to die, and I 
thought that if I found the right way to involve her and chall- 
enge her to work toward change, a possibility would open up 
for her to respond differently to therapy than previously. 


The four aforementioned criteria — problem variables, client variables, 
familial and environmental variables, and prognostic criteria — should 
serve as a basis for the therapist’s first decision as to whether or not 
the client requires treatment. In Ayelet’s case, all of these criteria 
indicated the need for therapy and the potential for successful 
treatment. The second therapeutic decision, described in the follow- 
ing chapter, consists of determining the optimal setting(s) for treating 
the client. 


2 


Making Decisions about the 
Appropriate Setting(s) for Change 


Assessments of the client’s disorder, strengths, and environmental 
resources, as described in the previous chapter, answer the question: 
Who should be treated? They also provide a foundation for dealing 
with the second step in therapeutic decision making, which addresses 
the question: How should that client be treated? Many possibilities 
are available, including family therapy, parent counseling, individual 
treatment, group therapy, etc. 

Because I view anorexia as a multidimensional problem, I refute 
the advisability of individual treatment as the sole setting. Individual 
treatment of an anorexic client is very important, mainly for helping 
the client change self-evaluation, self-acceptance, and body image. 
However, anorexia is very strongly rooted in family relationships. 
The way parents relate to their child’s eating habits and the way they 
deal with their child’s emotional processes have a heavy influence on 
the development and maintenance of the disorder. Therefore, there is 
a need to combine individual therapy with parent counseling and 
family therapy. Moreover, beyond the involvement of parents in the 
treatment process, significant others such as friends, relatives, and 
siblings may offer an effective support system for the client. Estab- 
lishing a strong support system, increasing social skills, and fostering 
social involvement are also important for anorexic clients. Such rela- 
tionships with family members and significant others should have 
been evaluated (see above) in the first step of decision making. 

As mentioned earlier, Ayelet’s treatment was designed to begin 
with a combination of parental supervision and family therapy, in 
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order to provide Ayelet with strong support from her family to help 
her invest effort in the change process. Only subsequently was indi- 
vidual treatment initiated. Much later in therapy, when her boyfriend 
(whom she later married) became her most important resource and 
support system, we involved him in therapy as well. 


3 
Treatment Considerations 
and Adaptations 


In attempting to increase the likelihood of success in the complex, 
difficult treatment of anorexic clients, the therapist should take into 
consideration several important issues during intervention planning. 
Issues to be considered include: ways to increase and maintain client 
motivation; ways to involve the environment in the treatment; ways to 
adapt multiple treatment techniques to the individual client’s needs, 
style, and interests; and the ability to be flexible and to apply creative 
thinking to the intervention. 


Increasing Client Motivation for Change 


Kanfer and Schefft (1988) claimed that everyone is motivated. It is 
the therapist’s challenge to discover what the client is motivated for, 
and to try to design therapy to increase motivation. As mentioned 
earlier, anorexic clients are generally not motivated for change, and 
they often arrive at therapy because they were coerced by someone 
rather than from their own free will. It is the therapist's responsibility 
to work toward increasing motivation in all stages of therapy (Ronen 
1997b). Motivation can take the form of offering clients, at last, a 
place that accepts them as they are; additionally, motivation can be 
elevated by an atmosphere of collaboration between client and 
therapist. In the first stages of treatment, it is sometimes necessary to 
make anorexic adolescents do things they do not wish to do. For 
example, they might be asked to talk with their parents despite a dis- 
interest in such conversation; to start meeting peers again although 
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they would rather not; or to make an effort to start eating even 
though they wish to lose weight. However, honesty, respect, in- 
volvement in the process of therapy, and explanations of treatment 
techniques and methods might contribute to compliance and collab- 
oration. 

As I described above, Ayelet was unmotivated to gain weight, but 
she was suffering greatly from her problems and was motivated to 
become a better person and to change what she thought of as her ‘bad 
character and bad drives’. Mobilizing her own goals, I engaged her in 
investing efforts toward achieving her aims for the treatment. Fur- 
thermore, from the beginning, I offered clear, open explanations of 
my interventions and actively involved Ayelet in her own assessment 
and treatment process. From her account of that period, it seems that 
Ayelet’s active participation elicited in her a sense of self-worth and 
served to enhance her enthusiasm and optimism about the treatment. 


Ways to Involve the Environment in the Treatment 


As mentioned earlier, anorexia is not a single, sole problem. It is a 
holistic disorder that includes whole areas of life. It relates to personal 
components (self-acceptance, self-image, thinking styles); family re- 
lationships and family attitudes toward life in general and toward the 
client in particular; social relationships and peer acceptance. Often, 
the environment (friends or teachers) are the first to identify the 
disorder. With Ayelet, her teachers and peers noticed the change in 
her weight long before her parents could acknowledge it. The in- 
volvement of the environment in the treatment, when possible, can fa- 
cilitate positive change. This refers, of course, to the important venues 
of parent counseling and family therapy, but also to the involvement 
of the school and friends. For example, educational counselors and 
school nurses may implement educational interventions with the 
client’s whole class on eating habits, the dangers of dieting, or self-ac- 
ceptance issues. Group therapy can help in applying social skills. Also, 
it is important to encourage the youngster to become involved in 
social activities by challenging the client to call friends, to start partic- 
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ipating in a youth group, to attend class parties, and the like. Ayelet 
had desisted from all peer activity, and, unfortunately, her interper- 
sonal relations revolved mostly around other sick youngsters she met 
in the various hospitals. 


Adapting Techniques to the Client’s 
Communication Level and Style 


The treatment of adolescents necessitates a collaboration with their 
style, language, and way of thinking in order to mobilize them as 
active partners in the change process. These communicational re- 
quirements imply that therapists treating children and adolescents 
must participate actively in the client’s natural environment, become 
familiar with the important figures in the client’s life, and be flexible 
in the use of different methods for helping the client. Therapists must 
be keenly sensitive to the client’s language in order to use it for com- 
munication in therapy. It is important to maintain awareness of the 
client’s personal style of thinking and talking, rather than to impose 
techniques that are unlikely to be accepted by this specific client. For 
example, Ayelet’s manner of communicating, verbally and through 
her drawings and writings, was laden with metaphors and images. I 
did not impose this treatment technique, but rather listened carefully, 
identified her metaphoric style, and tried to utilize metaphors as a 
mode for facilitating change. 

Regardless of the therapist’s personal inclinations or theoretical 
orientations, incorporating the client’s personal terminology serves as 
an important base of reference in therapeutic communication with 
the client. For example, I could not tell Ayelet: ‘Hey, I am a cognitive 
therapist. I don’t deal with big black holes or dark nothings. Those 
belong to psychodynamic intervention.’ Rather, I tried to collaborate 
with her language, enter those big black holes of emptiness, and fill 
them. Using her kind of language, her metaphors, and her images 
helped me collaborate with her and helped Ayelet trust me, despite 
her suspiciousness due to her disillusionment with many previous 
treatments and therapists. 
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Matching Therapists’ Theories and Techniques 
to Clients’ Needs and Interests 


Although verbal therapy is the treatment of choice with adolescents, 
drawing, playing, or exercises may be employed to increase their en- 
thusiastic involvement. Yet care should be taken to ensure that 
nonverbal, indirect methods are not perceived as insulting to the 
young person who wishes to be treated as an adult. Although deter- 
mined in part by limitations in the therapist’s technical repertoire, the 
therapist’s selection of techniques should consider a variety of factors, 
including the youngster’s interests, preferences, and developmental 
stage (Brandell 1992; Ronen 1992). This includes tuning into the 
client’s specific interests and day-to-day experiences in order to more 
fully understand the context in which familiar content areas are 
described. Subjects familiar to the client can then be used as effective 
analogies for relating to and explaining cognitive, emotional, and be- 
havioral processes. Ayelet’s enjoyment of drawing and writing 
enabled me to ask her, for instance, to draw her emotions, to write a 
letter to her parents, or to try and rewrite her own life story by giving 
it another end. Such assignments might raise rejection in an adoles- 
cent who hates to draw or who is uncomfortable with written self-ex- 
pression. 

As a cognitive-behavioral therapist, I view therapy as a scientific 
process of problem solving. I believe in empirical measurement of 
outcomes. I view behavioral and cognitive therapies not as techniques 
but as a way of life, as a theoretical approach, and as a way of looking 
at one’s behavior and trying to change it (Ronen 1997b). With ado- 
lescents in general, and anorexic clients in particular, therapists 
should always ask themselves: What would I like to achieve? Which 
technique or method can best help my client at this stage? What 
technique or method could match this client’s thinking style, hobbies, 
and lifestyle? 

For instance, the utilization of cognitive techniques to modify 
Ayelet’s misconceptions would have only increased her resistance. 
She felt fat and ugly and would not accept attempts to change her. 
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Rather than trying to work on change, then, a more effective 
technique would be to target self-acceptance using, for example, a 
constructivist technique of collaborating with her automatic miscon- 
ceptions. I told Ayelet: “Well, it isn’t easy to be fat and ugly. But let’s 
check if ugly, fat people can find a place for themselves in the world, 
and what it means to live like that.’ 

Only by collaborating with Ayelet’s meaning-making process of 
the disorder and the change process, could I help her find new 
meaning in her life, and a wish to improve. 


4 
Applying Constructivist 
Creative Intervention 


A distinction may be made between the therapist as a technician and 
the therapist as an artist (Mahoney 1991). A therapist should not only 
master theories and techniques, but should also be an expert on 
human change processes and human characteristics. Most of all, ther- 
apists should be able to determine which intervention is the treatment 
of choice for each client in each situation. The ability to be flexible 
(Kanfer and Schefft 1988) and the capacity for creativity are qualities 
that help therapists tap their artistic potential. A creative psychothera- 
pist is one who can adapt the treatment process to the client’s unique 
and individual needs — using the modes, strategies, and techniques 
that best suit the client’s way of thinking, or designing a new inter- 
vention from which the client can learn and benefit the most. 

Much literature has been written on how to learn to be creative, 
what makes people creative, and how to facilitate creativity. Mahoney 
(1991) described the creative psychotherapist as one who helps 
clients explore and experience themselves and the world in different 
ways. These new ways challenge ordinary, familiar patterns and con- 
solidate embodiment, emotion, feeling, sensing, and thinking into 
one entity. Clarkson (1995) proposed that a creative therapist is one 
who is called upon to compare and contrast the differing ways that a 
client can make the world cohere, rather than one who avoids this 
demand. The task is to help clients conceive order out of personal 
chaos; that is, to help them transform personal confusion and pain 
into a more meaningful, fulfilling life plan. 
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Creative intervention involves an ability to attack a problem from a 
new direction, which implies flexibility of thought. Brainstorming 
techniques for facilitating creativity, for example, rule out criticism, 
welcome the freewheeling, seek quantity, and improve and comple- 
ment suggestions (Weisberg 1992). Weisberg presented a table of 
methods for increasing creativity such as list making, questioning as- 
sumptions, attribute listing, analogies, incubation, and problem 
solving. Other guides for creativity include skills such as breaking out 
of old patterns or ways of thinking, keeping options open, suspend- 
ing judgement, thinking broadly, breaking out of scripts, taking fresh 
perspectives, and using tricks. 

Kopp (1995) proposed two approaches to working with 
metaphors. Client-generated metaphors are exercised when the 
therapist identifies the client’s metaphorical language and tries to use 
it in therapy. Therapist-generated metaphors are exercised when the 
client does not naturally use metaphors, but the therapist believes 
metaphors can be of help and proposes them to the client. Meta- 
phoric methods may thus be quite acceptable and enlightening, even 
for clients who do not intuitively generate such symbolic language. 

Realizing that Ayelet deeply enjoyed a creative way of talking, 
thinking, and producing art, I tried to keep on par with her level and 
diversity of creativity. My active attunement to her drawings, 
writings, metaphors, and images enabled me to select innovative and 
varied interventions that succeeded in raising her curiosity, mobiliz- 
ing her motivation for change, and maintaining that motivation over 
the lengthy, often arduous period of treatment. 


») 
Focusing on the 
Therapeutic Relationship 


Ayelet used to say that I was the first person who treated her as a 
human being rather than treating her problem. What she really meant 
was that we succeeded in establishing a trusting, honest, equal rela- 
tionship. I believe that our therapeutic relationship was the most 
effective tool in her treatment. 

The therapeutic relationship is important in every change process. 
However, it has crucial significance in individual therapy during ado- 
lescence (Brandell 1992). Children as well as adolescents will not 
continue treatment if they are bored or cannot easily express them- 
selves, or if the therapist does not succeed in stimulating their 
curiosity, motivation, and participation (Kazdin 1988; Ronen 1992). 
The therapist must create a climate of trust and establish a meaningful 
emotional relationship with the client (Rose and Edelson 1988). 
These tenets may hold doubly true for the resistant, suspicious, and 
reluctant anorexic teenager brought to therapy by concerned parents. 

The therapeutic relationship can be seen as a framework that en- 
compasses the entire treatment process. This holds true in general, 
and even more so in working with anorexic clients. For anorexics, a 
trusting, collaborative relationship is imperative to the establishment 
of the primary contract during assessment and of the treatment 
contract later on. A good therapeutic relationship creates trust, 
openness, and a willingness to cooperate in the client. It is a prerequi- 
site even in the earliest stages of assessment. A good relationship 
helps achieve an efficient assessment process, the reliable collection of 
data from all parties involved, an accurate diagnosis, and appropriate 
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decision making regarding whether the client needs therapy. 
Without a good therapeutic relationship, the therapist will find it 
very difficult to foster adolescents’ open expression, acknowledge- 
ment, and sharing of their problems and concerns. 

The growing recognition of the importance of emotion has led to 
an increased accentuation of internal processes and a sharper focus on 
emotions, and, as a result, on treatment processes and therapeutic re- 
lationships (Mahoney 1991, 1995). Mahoney emphasized the im- 
portance of the therapeutic relationship both with respect to the 
therapist and to the client. He suggested that psychotherapy is a 
difficult and complex challenge for both therapist and client, 
proposing that therapists change during the treatment process at least 
as much as clients do. The treatment process, according to him, is an 
emotional experience for both parties. Rosenbaum and Ronen (1998) 
and Ronen and Rosenbaum (1998) emphasized that the therapeutic 
relationship is influenced by expectations, ways of thinking, and 
schemata that both the therapist and client bring to the therapeutic 
interaction. 

The first time I felt that there was really a chance that I could help 
Ayelet occurred when she did not show up for a session. She had 
stayed home because she was afraid to harm me. That gave me a first 
clue that some emotional relationship had begun to develop between 
the two of us. As we continued on to create a good, trusting, caring re- 
lationship, I could earn her confidence and thus assure her that she 
would be safe while following me along the difficult path toward 
change. 


6 


Incorporating Emotional Processes 
into Cognitive-Behavioral Therapy 


For many years, behavioral as well as cognitive theories focused on 
changing thoughts and behaviors, and highlighted the need to 
impart clients with coping skills. This resulted in an emphasis on 
externalizing rather than internalizing disorders. For example, hyper- 
active and impulsive children were taught techniques for delaying 
gratification and overcoming temptation (Kendall and Braswell 
1985), clients were instructed in methods to overcome fears and 
phobias (Marks 1987), etc. The treatment of anorexia has tradition- 
ally focused on eating habits and on techniques to facilitate weight 
gain (Siegel and Smith 1991). Emotional problems underlying the 
disorder (such as self-acceptance or body image) were not a central 
focus of therapy. 

Constructivist therapy contributed significantly to the study of 
emotional processes. This approach advocated a shift in focus from 
the problem to the person, emphasizing the individual’s personal, 
subjective construction of events. As a result, there has been a 
dramatic increase in the study of the role of emotion in human func- 
tioning (Safran and Segal 1990) and a shift of interest from 
externalizing to internalizing disorders. Studies over the last decade 
relating to emotional processes have underscored the role of 
emotions for human development in general (Greenberg and Safran 
1987; Hayes et al. 1994; Mahoney 1991; Neimeyer and Mahoney 
1995; Safran and Segal 1990). Emotions are particularly important 
in understanding development during childhood and adolescence 
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(Bailey 1998; Barkley 1997; Finch et al. 1993; Herbert 1998; 
Kazdin 1987; Shirk and Russell 1996). 

Emotion in the process of development has been viewed both as a 
product of, and asa process in, social interaction and everyday experi- 
ences (Parker 1994). Emotional development is reflected by a gradual 
increase in children’s ability to show signs of emotion. As this 
develops, the child is capable of talking about emotions and showing 
an enhanced understanding of emotional terms. It then becomes 
easier for the child to understand situations that elicit emotion, to 
induce emotions in themselves and others, to understand emotional 
cues, and to integrate successive or simultaneous emotions (Terwogt 
and Olthof 1989). 

In fact, emotion regulation is one of the first major developmental 
challenges for the human infant. Children learn to struggle to 
organize their multiple biological systems, via the way they differ- 
ently experience and express issues relating to emotion. The most 
important facilitation children receive in their emotional develop- 
ment is from a sensitive and responsive caregiver who first helps 
infants settle into and create basic patterns of behavior and emotion. 
Emotions are elicited through the development of attachment. 

Children with internalizing disorders have been pinpointed by the 
recent decade’s body of research as a group at risk for future impair- 
ment (Finch et al. 1993; Herbert 1998; Kazdin 1987; Shirk and 
Russell 1996). 

Researchers proposed that such children may gain from treatment 
that is directed to emotional components. Illustrations of such com- 
ponents include the need to identify emotions, the ability to express 
emotions, the need to accept others’ emotions, and the need to be 
empathic with others as well as with oneself. 

In the last few years, cognitive therapists have become signifi- 
cantly more aware of and able to recognize the priority of feeling in 
shaping our knowing and doing (Mahoney 1999). More intense 
efforts are being concentrated on ways to better understand our 
emotional processes and to address such processes in cognitive 
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therapy by urging clients to deal with, handle, and change emotions. 
Emotional change and internalizing disorders have become a central 
core of cognitive and constructivist therapy. 

An understanding of the anorexic client’s emotional processes 
enables the therapist to focus treatment on emotional deficits, depri- 
vation, or distortion rather than to focus mainly on behavior change. 
As she entered therapy, Ayelet was clearly a very emotional person. 
She was keenly tuned in to others’ feelings and distorted her own 
emotional processes and beliefs. An important part of treating Ayelet 
was the focus on urging her to relate to, discuss, and identify her 
internal cues. She worked on listening and developing the ability to 
identify various sensations such as hunger or thirst, and on learning to 
identify the differentiation between feeling too full (i.e. not needing 
to eat) and being stressed and angry (and therefore not wanting to 
eat). Learning to accept her emotions, as well as witnessing my ability 
to let her share my emotions, she collaborated with me toward an 
effective process of change. 


7 
Challenging Clients to Open 
Up to New Experiences 


Infants grow and develop within a constant interplay between two 
forces: opening up to and closing up to experiences. In the first step of 
development, babies open up to themselves as well as to the environ- 
ment that surrounds them. They explore and experience new 
behaviors, sensations, or emotions. Very young children look around 
curiously, ready to meet each new and unknown stimulus. They 
become acquainted with experiences through their senses: they look 
at, taste, smell, touch, and listen to stimuli (Ronen 1992). At the same 
time, they naturally learn to stop or avoid strongly unpleasant stimuli. 
For example, they close their eyes when a light is too bright, and they 
cry when startled by a loud noise. 

The other force that transpires during growth consists of the 
ability to close oneself off from experiences: to evaluate, restrain, and 
inhibit responses (Rosenbaum 1999). As they get older, children are 
taught by adults to limit their automatic, unmediated behavior and to 
minimize their spontaneous reactions to experiences (Ronen 1992), 
prevent impulsive behavior, restrain from certain actions, delay grati- 
fication, and think before they act (Kendall and Braswell 1985). 
Barkley (1997) claimed that humans have evolved the capability to 
delay and inhibit initial prepotent responses. This ability serves as an 
important developmental task. Inhibition of response enables infants 
to create a mental representation of the event in mind. Mental repre- 
sentation is followed by the ‘working memory’, which, in turn, facili- 
tates the use of cognitive skills for information processing. Human 
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development, therefore, involves an interplay between opening up to 
experiences followed by closing off from and evaluating experiences. 

Human beings develop by being active and reactive toward them- 
selves as well as toward the world they live in. Activity is a process of 
nonstop exploring, experiencing, and giving meaning to occur- 
rences. Experiencing and exploration help people open up to what 
life brings to them, dare, take chances, be willing to change, and keep 
open to the world and to themselves. By experiencing and exploring, 
individuals learn, sense, and experience themselves in the world, 
become aware, and look for meaning. The process of exploration 
from within the individual leads to a developmentally progressive un- 
derstanding of the world (Mahoney 1991). Mahoney emphasized 
the importance of exploration as a normal urge of human beings as 
well as a necessity for helping one change, recover, and develop. 

Rosenbaum (1993, 1999) described healthy human behavior as 
the capacity to be flexible in shifting between opening and closing 
responses. Opening responses involve the ability of the individual to 
be attuned to experiences (external as well as internal) without 
judging them. Closing responses encompass the process of attribut- 
ing meaning to experiences, constructing them, relating them to past 
experiences, and directing the kind and amount of experience one 
explores. The shift between opening and closing responses actually 
constitutes a flexible behavior that combines facing experiences 
openly with the process of thinking. By sustaining a healthy flexibil- 
ity, individuals keep attuned to themselves and the world as well as 
maintain self-control. 

Many disturbances can be attributed to difficulties in shifting 
between opening and closing responses. Human beings can be too 
open, frequently searching for novel emotional experiences while 
lacking necessary mediated, cognitive responses such as thinking and 
evaluating. At the other end of the spectrum, people can be overly 
preoccupied with the need to observe, evaluate, and plan behavior 
while avoiding internal openness to emotional experiences and 
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external exploration of new worlds. Either of these extremes prevents 
the flexibility to gradually shift and change responses. 

One of Ayelet’s difficulties consisted of her fear of opening up to 
experiences. She avoided opening up to the world and closed herself 
in her own small world. She refused to do anything unfamiliar, or 
things that evoked the slightest feeling of incompetence or a lack of 
full control. Ayelet commonly used closing off responses: analyzing, 
evaluating, looking ahead, and planning her future steps. She was 
unwilling to use opening up responses in order to just try to explore 
and experience life. Therapy with Ayelet gradually challenged her to 
enlarge her experience, learn to explore the world, and try to open up 
to what life brought her. 


8 


Designing the Process 


of Intervention 


As described in detail in Part II of this book, Gambrill and colleagues 
(1971) proposed procedural guidelines in order to help therapists fa- 
cilitate effective intervention. In their 12-step procedure, each step 
comprises three components: its objective, rationale, and means of 
operation. These steps help the therapist organize the intervention 
process. Whereas the content of intervening with Ayelet varied from 
one session to the next, the process of intervention followed this 
12-step procedure, in order to structure our therapeutic work. 


1. 


Inventory of problem areas. The objective of this step is to gather 
information related to the client’s whole spectrum of problems, 
and its rationale is to devise a problem area profile. The means 
of operation consist of accumulating full descriptions of 
presenting problems, and then organizing them into different 
problem areas (i.e. placing several related problems together 
under one heading) (Ronen 1997b). Following this step 
enabled me to make sense of Ayelet’s long list of problems. We 
recorded all her problems, decided which ones corresponded 
to similar areas, and devised a list of problematic areas. 


Problem selection and contract. In this step, client—therapist 
agreement on problem areas is reached, and the first specific 
area for treatment is selected. In line with the above objectives, 
the rationale for this step is to stimulate the client’s 
cooperation and involvement. The means of intervention 
consist of conversing about the problem list and negotiating 
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the selection. After the first intake session, I discussed with 
Ayelet and her parents the long list of problem areas and 
proposed to start therapy with family treatment in order to 
improve how Ayelet felt at home. As Ayelet and her parents 
agreed, we established a contract relating to the sequence and 
content of therapy. 


3. Commitment to cooperate. The third step aims to obtain client 
agreement to cooperate with the process, facilitating 
compliance. Means of operation include providing 
explanations, reading the agreement, and asking for agreement. 
Ayelet’s treatment required two kinds of commitment: parental 
agreement to cooperate with the family therapy and to enable 
Ayelet to work together with me individually; and Ayelet’s 
own agreement to comply with the multisetting therapeutic 
process. As previously mentioned, anorexic clients are often not 
interested in therapy. It is impossible to treat them without 
obtaining their commitment to cooperate. If not regarding the 
issue of weight increase, at least a commitment to attending 
sessions, trying to improve family relationships, or learning to 
feel better with themselves. 


4. Specification of target behaviors. In this step, specific details are 
collected concerning the selected problem, with a focus on 
what maintains and reinforces the problem (Ronen 1997b). 
The multitreatment design for Ayelet implied that each time we 
began working in another setting or on another issue (family 
therapy, parent counseling, treating anxiety, fears, and OCD, 
etc.), we decided on the specific goals to attain. For example, 
while working with the family, we specified the following 
goals: facilitating the family members’ direct communication 
with one another and their ability to talk about emotions; 
attempting to decrease the anger and distrust; and fostering the 
development of trusting relationships. 


5. Baseline of target behavior. In the fifth step, the problem’s 
pre-intervention frequency and duration are determined, in 
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order to provide a concrete basis for evaluating change 
through records and estimation. Kazdin (1982) emphasized 
the importance of baseline information for validating data 
collection, and for ascertaining in depth all the antecedents, 
maintenance, and outcomes relating to behavior. Each time we 
selected a new goal for therapy, Ayelet (and often her parents) 
recorded features of the specific behavior, to provide data on 
its frequency, intensity, and current manifestation. These 
recordings contributed to the specification of appropriate 
techniques targeting change, as well as to the evaluation 
process. 


Identification of problem-controlling conditions. The aim of the 
sixth step is to learn the conditions preceding and following 
the problem’s occurrence. Records are maintained of incidents 
transpiring before, during, and after the problem’s occurrence, 
thus demonstrating the importance of discriminatory stimuli 
affecting the problem. For example, to learn what maintained 
Ayelet’s OCD, she recorded surrounding incidents. It emerged 
that, each time she counted, she felt a decrease in anxiety, 
which reinforced her to perform more counting in the future. 
Another example can be drawn from her thoughts. Each time 
Ayelet would refer to the voices she heard, her therapists 
related to them as a bizarre behavior, a symptom of her illness, 
and they tried to teach her ways to change her thoughts. 
Ayelet learned that something was wrong with her. The more 
time she spent in therapy, the more she developed the idea that 
she was bad, had to be changed, and maybe was crazy. We 
learned to link her thoughts to her emotions, and we came to 
see her suicide attempts and continuous weight loss as 
resulting from her fears of the bad drives and urges she felt she 
had. 


Assessment of environmental resources. The seventh step aims to 
identify possible resources in the client’s environment. Without 
enlisting the environment’s help, change is difficult to induce. 
This step is conducted by asking the client or by interviewing 
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10. 


11. 


significant others or agents in the environment. Ayelet had 
many resources, both external and internal. External resources 
included her parents, grandmother, and boyfriend. She also 
evidenced many internal resources: her creativity, sensitivity, 
wisdom, and much more. 


Specification of behavioral objectives. The eighth step aims to 
specify the behavioral objectives of the modification plan. It 
elicits the client’s terminal behavioral repertoire. In the 
beginning of Ayelet’s intervention, it was impossible to specify 
the behavioral objectives because she was uninterested in 
change. After a time, she became able to talk about objectives 
like: to stop losing weight, feel better, stop feeling cold, and 
improve her relationships with her parents. Later on, we could 
add many more objectives. 


Formulation of a modification plan. The ninth step focuses on 
selecting an appropriate technique — the most efficient program 
for change. The means to achieve this selection comprises 
reviewing the information in the aforementioned steps and 
examining available interventions. For Ayelet’s multitreatment 
design, I was unable to select only one main method or 
technique for change. Instead, I shared with Ayelet my beliefs 
about the way people change, that is, my cognitive- 
constructivist framework. Then, each time I intended to use a 
specific technique, I explained its purpose and method, and 
asked for her agreement. 


Implementation of modification plan. The tenth step focuses on 
modifying the behavior. It concentrates effort on change and 
on conducting a specific intervention technique. Ayelet’s 
intervention process was lengthy, gradual, and variable 
throughout its application. However, we always planned our 
objectives and our path toward achieving them. 


Monitoring outcomes. The eleventh step aims at obtaining 
information concerning the effectiveness of intervention. It 
provides feedback on effectiveness and also increases the client 
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motivation. In each of Ayelet’s sessions, we would assess 
outcomes. For example, we constantly assessed how anxious 
she was during the last week in comparison with prior weeks; 
how obsessed she was in relation to how obsessed she had 
been previously; whether or not she improved her eating 
habits that week; and so on. This became an important method 
for increasing Ayelet’s motivation to change and for 
mobilizing her cooperation. 


12. Maintenance of change. The twelfth step aims to achieve 
maintenance and stabilization. It helps prevent relapses and 
uses the environment for maintenance or a specific plan. For 
example, through therapy, the parents were instructed not to 
interfere with Ayelet’s eating habits and not to talk or force her 
to eat. However, near the end of therapy I was interested in 
evaluating how Ayelet would react if her parents failed to 
follow these instructions. (To explore her feelings and increase 
her readiness to cope, we talked about how she thought she 
would react if they talked about her eating, looked at her plate, 
or tried to force her to eat.) Maintenance was achieved by 
continuing follow-up sessions with Ayelet almost a year after 
we terminated therapy. We continued meeting once every six to 
eight weeks to deal with new events, follow up on her 
behavior, and ensure that there was no regression. 


9 
Applying the Self-Control 
Model for Change 


As described in the literature review in Part IV, treatment of Ayelet 
followed my self-control model (SCM) for change. This model aimed 
to provide Ayelet with self-control skills that would improve her 
functioning. In this section, I will specify how I applied each of the 
SCM’s several modules to Ayelet: cognitive restructuring, problem 
analysis, attentional focus, and self-control practice. 


Cognitive restructuring 


In order to help teach Ayelet that her unwanted behavior could be 
changed, and that this change depended on her (Beck et al. 1979; 
Ellis 1962), I had to redefine Ayelet’s behavior. Rather than up- 
holding her view of herself as someone very weak due to her fears, 
anxieties, and OCD, I emphasized that she was a very strong person 
who had survived all those hospitalizations and still remained sane, 
strong, and creative. Rather than supporting her self-perception as a 
bad person who had evil drives and had tried to kill herself, I helped 
her redefine her problems. I encouraged her to talk about her good 
nature, her constant desire to improve, and her fear that she was not 
good enough. We redefined her behavior as paying a price for caring 
so much and wishing to be such a good human being. We reframed 
her craziness, hallucinations, and delusions in terms of self-talk that 
consistently urged her to achieve change. We used Socratic questions 
and paradoxical examples to foster her understanding that her 
problems were a function of motivation and will power, rather than of 
bad luck or illness. 


254 


Applying the Self-Control Model for Change / 255 


Problem analysis 


Ayelet’s treatment attempted to teach her to observe the connections 
between her brain, body, and final problematic behaviors. For 
example, we talked about the way the thought of eating was inter- 
preted by her as something bad, as something she should avoid 
because it caused her to gain weight. This interpretation elicited a 
whole list of negative emotions (stress, frustration) and negative sen- 
sations (stomach aches, a feeling of fullness in her throat). The 
outcome was her behavior: the wish to vomit, stop eating, and 
continue using medications to empty herself. We focused on learning 
to notice the links between thoughts, emotions, and behaviors and to 
learn the link between cause and effect (Beck et al. 1979; Ronen 
1997a, 1997b). I believed that it would be easier for her to change 
her behavior after understanding how the problem behaviors 
emerged and how they were affected by different thoughts and 
feelings. For example, the ability to change the thought from ‘I 
should not eat, it is bad for me’ to ‘Maybe I could eat a little bit and it 
won't hurt me’ might change the emotion from stress and anger to 
willingness and cooperation. The expected outcome of the behavior 
might therefore be changed from vomiting to eating a little. We 
practiced the identification of her anxious automatic thoughts. We 
used self-talk and self-recording to change her wish for compulsive 
behavior, and we practiced changing unmediated thoughts into 
mediated ones. 


Attentional focus 


Ayelet practiced listening to her body, e.g. learning to identify the 
cues of hunger and her internal sensations of fear or anxiety, learned 
to differentiate the cues of hunger from the cues relating to other 
kinds of stomach aches. She learned to differentiate between stress, 
anxiety, fears and the more positive experience of excitement. 


256 / In and Out of Anorexia 


Self-control practice 

Throughout the whole intervention process, Ayelet was instructed to 
practice new skills such as self-talk and exposure exercises such as 
going outside for increasing lengths of time and distances. Through 
practice, she learned that, as confidence grows, the chances of success 
also increase (Bandura 1997). 


IO 


Fostering Maintenance 
and Generalization 


Ayelet is not the only client who has experienced a long list of thera- 
pists and medications. As with other disorders, the drop-out and re- 
gression rates for anorexic clients often prevent a successful process of 
therapy. Treatment of anorexia, therefore, should be long-term, 
should focus on overlearning and maintenance, and must include a 
follow-up stage in order to avoid regression. 

Several methods have been devised to help maintain outcomes and 
avoid regression. One consists of using multiple trials in different 
settings and tasks. In other words, the client is followed in settings 
other than the therapeutic one, with different people and regarding 
different behaviors (such as home, friends, work). Another method 
anticipates potential as well as real failures and coordinates them into 
the intervention program; and a performance-based rather than 
time-based termination of training may also be effective. Robin 
(1985) suggested the use of solutions, additional discussions, or 
debates to be held at home, and also recommended tasks incorporat- 
ing newly acquired skills or attitudes into daily living. Rose and 
Edelson (1988) differentiated between strategies for the generaliza- 
tion of actions that occur within the intervention setting (e.g. increas- 
ing responsibilities, varying examples, preparing for setbacks, con- 
ceptualizing specific experiences) and for the generalization of 
actions that take place primarily in the child’s natural environment 
(e.g. working with parents, teachers, and peers; training beyond ter- 
mination). 
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Ayelet was in therapy for a long period of time, and we directed 
therapy to her individual needs, family relationships, peers, and voca- 
tional and social behaviors. As we progressed, Ayelet had to experi- 
ence eating out of the home, with other people, and she faced stress 
and difficulties while studying and as she started working. These 
multiple trials ensured us of her ability to maintain treatment 
outcomes without regression. 


II 


And Last But Not Least 


I have tried to pinpoint features relating to a successful process of 
change — assessment and evaluation, decision making, emotional 
components, therapeutic relationships, theories, methods, and tech- 
niques. However, an effective process of change is based on more than 
techniques and methods. It requires a constant process of listening, 
understanding, checking, rechecking, doubting, and questioning. 
The question should continuously be asked in the therapist’s mind: 
What is the most important thing I can do for this client, with this 
problem, at this moment? There is no one recipe for success, but I 
hope this inventory of ideas will contribute to therapists’ continuous 
self-monitoring and planning of the active steps that should be 
performed in any therapeutic intervention. 
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PART VI 


Closing Remarks 


In writing this book, several motives spurred me to devote the requisite time 
and emotional energy in order to bring this multifaceted account of our 
therapeutic encounter to fruition. Personal incentives, professional motives, 
and social considerations intertwined, impelling me to undertake this 
endeavor. 

My personal incentives relate to both Ayelet’s and my own personal 
stories of this treatment. First, I believed that by complying with Ayelet’s 
desire to tell her story, I would be making a significant contribution to her 
holistic, Gestalt closure of issues connected to her past. Ayelet felt that, in 
order for her to fully open herself up to a new life as a healthy, happy, 
content young woman, she needed, first of all, to finish dealing with her 
past. She wanted to tell her story, to more wholly understand herself and her 
behavior, and to ensure that she had indeed changed and could trust herself 
and her capability to live differently in the future. Second, as far as my own 
incentives go, I found myself drawn to the idea of professional writing that 
would be unique and particularly meaningful. Most of my writings over 
the years have been related to professional materials, professional consider- 
ations, and scientific knowledge. Here in this book, I hoped not only to 
relay my personal and professional experiences as Ayelet’s therapist, but 
also to share this particular narrative. I feel her story is one that deserves 
sharing with others. 

Treating Ayelet was a very different and unique experience for me. 
Although I generally espouse an approach that focuses on the person rather 
than the problem, it was particularly easy to relate to Ayelet in the human 
aspect, rather than only with the professional face of the therapist. When I 
ask myself in what way Ayelet challenged me, and made me feel different 
than I felt in other therapies, I think it might be related to several issues. 
First, Ayelet's story was very moving. She suffered greatly; she could not 
find her way out of her labyrinth of problems; she had a very long history 
of pain; and the manner in which she talked during sessions aroused much 


emotion. Second, she was very creative, and her usage of drawings, 
writings, and metaphoric language conveyed her feelings in a way that 
easily enabled me to feel tuned in to what she was discussing. Third, Ayelet 
posed a challenge in that she had undergone many previous therapies, and 
her very complexity summoned me to help her. Fourth, the contradiction 
between that complexity of her disorders, on the one hand, and the very im- 
pressive young woman I met, on the other, kindled my curiosity and wish to 
help her. 

I often tell my students that the therapist's emotions after sessions are the 
best way to learn about the clients condition and the treatment process. 
With Ayelet, I always felt tired, involved, caring, and a combination of 

feelings that moved between fear and hope. As I treated her, I often felt I was 

crying and suffering with her. Often, it was not easy to maintain distance, 
to remain in my therapist's seat, and to refrain from approaching her and 
embracing her. For much of the time during her therapy, despite her 
abundant creative outlets for expression, Ayelet maintained distance 
during the sessions, both from her own emotions and from me. Thus, I 
found myself intensely experiencing feelings that she herself could not yet 
endure, and these feelings served us well as a tool for insight and for forging 
the bonds between thoughts, feelings, self-images, and personal interrela- 
tions. 

Additional motives for writing this volume relate to professional 
interests. In treating Ayelet, I designed an intervention that could be 
adapted to her unique needs and personality. I did not use one prevalent 
technique or available method, but rather devised a comprehensive inter- 
vention package based on a cognitive-constructivist approach. Few de- 
scriptions of such interventions can be found, and I thought that 
cognitive-constructivist therapists as well as other professionals might 
benefit from reading this account. 

Also, in this treatment I used a multiple baseline design and a multiple 
treatment design, which afforded me the ability to evaluate the progress of 
discrete treatment components. This unique multivariate design, with its 


possibilities for assessing and evaluating complex interventions, under- 
scores my belief that every therapist should use methods to evaluate inter- 
vention processes and study their efficacy. 

Another professional catalyst for this book was my hope to promote the 
flexible integration of personalized, creative, nonverbal techniques. As 
Kanfer and Schefft (1988) proposed, therapists should be flexible. I have 
no doubt that Ayelet’s treatment clearly presents the need to carefully listen 
to the client’s language, hobbies, and unique nature, as well as to attempt 
treatment methods that appear to optimally fit the client's needs and 
resources. Treating Ayelet involved a nonstop process of me asking myself 
what kinds of techniques could best suit my specific goals at that particular 
stage of therapy, especially which techniques could best help in mobilizing 
Ayelet’s motivation and yearning for change. This book is peppered with 
some of the many metaphors, imagery and mirror techniques, role plays, 
written exercises, and verbal discussions that I employed. 

Much material has been presented on theories of anorexia. Likewise, a 
number of books have relayed personal stories of anorexic persons. I 
believe this book is unique in the combination being offered — a vivid 
personal narrative from both parties’ perspectives, along with the thera- 
pist’s treatment considerations. This might contribute meaningfully to 
those interested in applying the treatment recommended herein. 

And, last but not least, during the last few years anorexia has become a 
social problem. On the one hand, the media 1s ceaselessly confronting us 
with young, thin, good-looking models and actresses, and with new ways to 
diet and to achieve rapid weight loss. Being thin and dieting are strongly re- 
inforced in all of the media. On the other hand, the educational as well as 
psychological and psychiatric settings are very concerned about the 
increase of anorexia. The frequency of the disorder is increasing, with 
younger and younger girls developing it. The life-endangering nature of 
this disorder places it at the forefront of public awareness. One can always 
find an article in the paper, a movie on television, or a book related to 
anorexia. While research outcomes are progressing related to the assess- 


ment, diagnosis, and treatment of adolescents, many debates continue con- 
cerning the efficacy of intervention and the selection of optimal therapies 
targeting anorexia. 

I thought it worth focusing the attention not only of therapists, but also 
of parents, educators, counselors, and the anorexic girls themselves. 
Perhaps reading about the entire process, its pain and sorrow, as well as its 
improvement and success, might encourage others to give anorexia a second 
thought, to stop before it is too late, and to ask for therapy. I hope this book 
will help parents and adolescents alike to learn about these difficult 
problems, and perhaps will prevent some people's suffering. 

Writing a book is a very stimulating, emotional process. With this 
book, even more so, because it involved a process of sharing and collaborat- 
ing with Ayelet. It was a privilege to work with her over the years in therapy 
and in writing the book, and I am certain that her courage and persever- 
ance will serve to inspire both therapists as well as young people who 
identify some of her in themselves. 


Glossary 


This Glossary is divided into four separate issues: 
1. Diagnoses 

2. Treatment Process 
3. Therapies 
4 


Treatment Concepts. 


Diagnoses 


Anorexia Severe disturbances in eating behavior. Refusal to maintain body 
weight at or above a minimally normal weight for age and height. A 
decrease of 15 percent of body weight. 


Borderline personality A pervasive pattern of instability of interpersonal 
relationships, self-image, and caring relationships, and marked 
impulsivity. 

Depression A period of at least two weeks of a depressed mood, loss of 
interest or pleasure in nearly all activities. Loss of appetite or weight, 
sleep disturbances, decreased amount of energy and a feeling of 
worthlessness, thoughts of death. 


DSM-IV A psychiatric manual (dictionary) that includes diagnostic and 
statistical criteria for mental disorders. 

Eating disorders See Anorexia. 

Encopresis A repeated passage of feces into inappropriate places. Most often 
this is involuntary but occasionally may be intentional, for at least three 
months, after the age of four. 

Enuresis Repeated voiding of urine during the day or night into clothes or 
bed, with minimal frequency of twice a week for at least three months, 
after the age of four. 
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Externalizing disorders Behaviors acted outward toward the environment. 
Mainly related to disobedience, aggression, oppositional, or antisocial 
behaviors. 


Intellectualization A process of giving oneself rational explanations and 
excuses for events. A term often used when someone avoids relating to 
emotional internal processes and finds the causes and justifications in 
rational explanation. 


Internalizing disorders Behavior related mostly to emotional, internal 
processes, which causes distress to the person. Usually related to 
emotions such as fear, loneliness, and depression. 


Obsessive-compulsive disorder (OCD) Obsession (persistent ideas, 
thoughts, and images) that causes marked anxiety or distress and/or 
compulsions (repetitive behaviors or mental acts) that serve to 
neutralize the anxiety. 


Oppositional defiant disorders One of the diagnoses relating to 
childhood conduct disorders. Related mainly to a recurrent pattern of 
negativistic, defiant, disobedient, and hostile behavior toward authority 
figures, persisting for at least six months. 


Personality disorders An enduring pattern of inner experience and 
behavior that deviates markedly from the expectations of the individual 
culture, is pervasive and inflexible, and leads to distress or impairment. 


Somatic disorders The presence of physical symptoms that suggest a 
general medical condition, but are not fully explained by a general 
medical condition. Must cause clinically significant distress or 
impairment in social, occupational, or other areas. 


Suicidal personality A propensity to commit suicide (or attempt), usually 
related to depression and to a negative view of the world and oneself. 


Treatment Process 

Baseline data Relating to how the client behaves (feels or thinks) before 
starting therapy. 

Compliance The willingness of the client to adhere and comply with the 
treatment assignments and exercises. 

Intervention process Involves a series of sessions for resolving problems 


and includes well accepted steps such as getting acquainted, designing 
a good alliance and therapeutic relationship, working together toward 
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change, practicing exercises, termination, maintenance, and evaluation 
of treatment outcomes. 


Problem areas A concept relating to behavior therapy that points to the 
need to list all the problems from which the client suffers and to divide 
them into similar areas. 


Therapies 


Behavior therapy A psychotherapy based on learning theory. Emphasis is 
on the present as the target of change. Views behavior as results from 
the behavior’s consequence and change as an outcome of giving 
positive reward to the wishful behavior. Focuses on applying skills to 
enable change. 


Cognitive therapy A psychotherapy based on the link between thoughts, 
emotions, and behaviors. Views human disorder as something that has 
been learned and maintained by the way the individual thinks and 
conceives of life. Focuses on teaching ways to change automatic 
thoughts and applying skills for change. 


Constructivism A psychotherapy based on the subjective way in which 
human beings conceive and conceptualize their lives. Emphasizes how 
people attribute meaning into their lives. Focuses on challenging clients 
to open up to experiences, experiment, explore, and give new meaning 
to their lives. 


Family therapy A psychotherapy based on viewing the family as the main 
setting in which people live, and therefore as responsible for the 
development of disorder. Focuses on changing roles and 
communication styles within the family. 


Psychoanalysis A psychotherapy developed by Sigmund Freud, 
emphasizing the first year of life as responsible for the client’s 
disorders. Focuses on insight as the most important element in the 
process of change. 


Treatment Concepts 


Automatic or unmediated thought A concept from cognitive therapy 
relating to the automatic, unmediated tendency of human beings to 
interpret events as responsible for their distress. 
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Avoidance behavior A behavior of stopping, regressing, or inhibiting 
responses in order to stop anxiety. 


Belief system A concept related to cognitive therapy. Viewed as an 
important feature of the development and maintenance of a disorder, 
and as an important target for change in order to overcome difficulties. 


Collaboration A mutual work agreement between client and therapist for 
achieving the goals of therapy. 


Countertransference The kind of relations and feelings developed in the 
psychoanalytical therapist toward his or her client. 


Deficient behavior A concept used with reference to under-controlled 
behavior. Describes children who lack appropriate skills for controlling 
their behavior. 


Distorted thinking A concept used to describe children suffering from 
over-controlled behavior, who set overly high expectations and criteria 
for their achievement. 


Empowerment A process of reinforcing and challenging clients for 
independent functioning. Focuses on developing resources and skills 
for self-change. 


Experiencing A major concept of constructivist therapy. Emphasizes the 
importance of trying new or different experiences in order to develop 
and change. 


Experimentation Another major concept from constructivist therapy. Views 
human beings as scientists who should try to study and experiment 
with the way they behave, think, and feel. 


Exploring The third concept of this group of constructivist concepts, along 
with experiencing and experimenting. Relates to the need to open up 
to experiences, be curious and learn new things about the world and 
oneself. 


Maladaptive perception (or misconception) A way of thinking that 
develops that hinders a person’s functioning. Not belonging to reality 
but to a personal conceptualization of event that causes distress and 
pain. 

Meaning-making process A constructivist concept relating to the 
subjective way in which the person, rather than the objective reality, is 
responsible for the disorder. 
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Over-controlled behavior Possessing the needed skills to act, but 
establishing overly high expectations, goals, or criteria, and therefore 
developing distress. Usually related to disorders such as depression and 
anxiety. 

Schema A concept from cognitive therapy. Relates to the basic core ideas 
that have developed since childhood, including automatic thoughts, 
belief system and self-talk. It presents one’s views of the world or of 
oneself. 


Self-acceptance The ability of human beings to like, live in peace with, and 
feel good with themselves as they are. 


Self-confidence Similar to self-acceptance. The ability to trust oneself and 
dare to do things and face challenges. 


Self-evaluation The ability to appreciate oneself as a worthy human being, 
or the process of monitoring and assessing oneself. 


Transference A concept from psychoanalytic theory that views the 
therapeutic relationship as a model for transferring other kinds of 
relationships held by the client (for example, parental relationships). 


Techniques 


Attentional focus Used in cognitive and constructivist therapy for 
increasing the client’s awareness of internal stimuli and cues. 


Cognitive restructuring (structuring) Cognitive technique for helping 
the client change his or her way of thinking and constructs new way 
for conceptualizing the world. 


Collaboration efforts The mutual efforts of client and therapist to work 
together and cooperate toward the goal of change. 


Continuum methods A cognitive method of comparing oneself to other 
people, situations or events, in order to increase self-evaluation and 
self-acceptance. 


Desensitization A behavioral technique developed by Wolpe. Uses 
relaxation and imagination in combination with the feared event to 
gradually decrease sensitization that elicits anxiety. 

Evaluation circle Helps establish how clients view themselves by looking at 


what they believe others think of them. The circle is represented by 
sets of the people we know in our social environment — the closest 
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circle is made up of our immediate family, good friends can be another 
circle, etc. 


Experiential techniques All the techniques used to challenge the client to 
try and do things that might help him or her change concepts and 
behavior. 


Exposure A behavioral technique for decreasing fear and anxiety, based on 
assignments that gradually face clients with feared events. 


Homework assignments Behavioral and cognitive technique for giving 
exercises to the client to carry out at home. Aims to generalize 
treatment outcomes, maintain the achieved change, and facilitate 
progress. 


Imagery Used in behavioral, cognitive, and constructivist therapy to utilize 
images for helping the client change. Can be a preliminary exercise 
before exposure to real-life situations or can be a therapy itself. 


Increasing awareness See Attentional focus. 


Maintenance Preserving the treatment outcome and avoiding regression 
after the change process. 


Metaphor A constructivist technique for helping the client change via use of 
images taken from another situation. Gives clients more vivid examples 
or demonstrration of their problems or a way to change problems. 


Mirror time A constructivist exercise that employs talking, sitting, and 
acting in front of the mirror as a way to achieve change, 
self-acceptance. 


Modeling A technique from learning theory in which the client learns from 
viewing or appreciating someone else’s behavior (model). 


Premark principle A concept taken from learning theory which explains 
how one can be persuaded to do something one is not interested in 
doing by conditioning it to an activity that one wishes to do. 


Redefinition (reframing) A way to organize the client’s thinking in a new 
way that is more positive and facilitates change. 


Rehearsal A behavioral technique helping clients rehearse and practice the 
skills needed ahead. 


Reinforcements A behavioral technique that aims to increase desired 
behavior by giving the client a reward after accomplishing this 
behavior. 
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Relaxation A behavioral technique that aims to teach clients a method for 
decreasing anxiety. 


Resourcefulness A cognitive concept taken from self-control therapy. 
Relates to skills one can learn to help oneself cope. 


Self-control training A cognitive technique that aims to teach clients skills 
for self-help. 


Self-instruction, self-talk A cognitive technique for changing automatic, 
negative thoughts by use of positive verbalization or giving oneself 
instructions. 


Self-monitoring The process of teaching clients to identify their behavior 
by observing themselves, and to record and chart their progress. 


Self-observation A cognitive-behavioral technique that comprises part of 
the self-monitoring process, where behaviors are observed and then 
recorded. 


Self-rewards A cognitive-behavioral technique teaching clients to reinforce 
themselves as a way of increasing self-control. 


Skills acquisition A treatment process that imparts to clients the necessary 
lacking skills. 


Social skills training A method for increasing skills for social relationships 
via training. 
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